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Mitchell, G. F.:.Total Avulsion of the Scalp. Brit. 
MJ, 1933, 4; £3: 


The author describes an operation which he used 
successfully in a case of avulsion of the scalp. The 
denuded area, about 6 in. in diameter, and the re- 
maining shaved scalp were dressed in saline packs. 
Under full anesthesia, incisions extending down to 
the pericranium—three on the lateral and two on the 
anterior and posterior aspects—were made. The 
flaps so formed were about 34 in. wide. Care was 
taken to leave sufficient attachment at the ends of 
the flaps to assure an adequate blood supply. No 
attention was paid to hemorrhage. Each succeeding 
whole-thickness flap was undercut and levered 
toward the center. The upper lateral flaps were 
sutured with strong catgut. The next lateral flaps 
were then sutured to the first ones, a gap of 1% in. 
being left, and the third lateral flaps were sutured 
to the second, another gap of % in. being left. In the 
same way the anterior and posterior flaps were 
undercut, levered to the center, and fixed by catgut 
sutures, 

Hemorrhage was controlled by means of pressure, 
anda pressure bandage was applied. At the end of 
aweek the flaps were found firmly adherent to the 
pericranium. At a subsequent operation two tongue 
laps from the back of the scalp were turned up into 
the adjacent gaps after the removal of thick granu- 
lations. None of the hair-bearing scalp flaps was 
destroved. Within a few months the hair was grow- 
‘ng well and the granulation areas were smooth and 
‘lush with the adjacent scalp. 

Jacos M. Mora, M.D. 


Figi, F. A.: Fractures of the Jaw. Surg., Gynec. & 
Obst., 1932, lv, 762. 


Fractures of the jaw may result from either direct 
‘r indirect violence. Because of its structure and 
seater vulnerability, the mandible is more fre- 
quently fractured than the upper jaw. 
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The symptoms and signs of fracture of the jaw 
are in general those of fracture elsewhere in the body. 
Local pain, tenderness, loss of function, swelling, 
hypermobility, crepitus, and ecchymosis are usually 
present. In most cases corroborative roentgeno- 
logical evidence is relied upon for a positive diag- 
nosis. 

Fractures of the jaw may be followed by serious 
complications. Frequently they are accompanied 
by a fracture of the base of the skull. The complica- 
tions of fracture of the mandible include perforation 
of the glenoid cavity through either the middle 
craniai fossa or the external auditory canal, primary 
or secondary hemorrhage, and dislocation of one or 
both condyles. Osteomyelitis and submaxillary or 
cervical phlegmon frequently develop as a result of 
mandibular fracture. Late complications are non- 
union and bony ankylosis of the temporomaxillary 
articulation. In cases of fracture of the condyle the 
possibility of the latter is increased. 

When a fracture of the jaws is accompanied by a 
more serious injury or by shock, this condition must 
be given attention before reduction and fixation of 
the jaw fracture are undertaken. 

The method of immobilization in a case of frac- 
ture of the jaw depends upon the site and duration 
of the break, whether the fracture is single or multi- 
ple, whether teeth are present in the fragments, and 
whether there has been a loss of bone. 

The application of one of the various head band- 
ages, including the Barton and the four-tail, is of 
little value in the fixation of mandibular fractures 
except as a supplement to other measures. 

Fracture of the mandible in which no teeth remain 
in the posterior fragment are often difficult to im- 
mobilize on account of the tendency of the muscles 
of mastication to displace the edentulous fragment. 

Fractures of edentulous jaws are best treated with 
vulcanite intermaxillary splints. 

Fractures of the condyle are best demonstrated 
in roentgenograms of the mastoid area and in roent- 
genograms taken in the so-called Towne position, 
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that is, obliquely from above and anteriorly with 
the patient lying on his back. The results of open 
operation have not been very satisfactory because 
of the difficulty of maintaining alignment. 

Fractures of the coronoid process are unusual. 
When they are uncomplicated by fracture of other 
portions of the mandible, immobilization for only a 
week or two is sufficient. 

When an appreciable amount of bone is lost the 
repair of a fracture of the jaw is always greatly de- 
layed. Non-union is the rule and after complete 
healing of the wound bone grafting is required. 
While healing is taking place, fixation of the frag- 
ments is secured by a mechanical appliance, or pref- 
erably, if a sufficient number of teeth are present, 
by interdental wiring. 

Non-union of fractures of the mandible may be 
due to loss of bone, unsatisfactory immobilization, 
improper apposition of the fragments, osteomyelitis, 
syphilis, or the presence of a dental root or seques- 
trum in the line of fracture. Its treatment depends 
on its cause. In cases of persistent non-union, bone 
grafting is indicated. Before this is undertaken, 
both the internal and the external wounds must be 
completely healed. 

Malunion of fractures of the jaw sufficiently pro- 
nounced to require surgical treatment is unusual. 
The possibility of correcting the associated de- 
formity and interference with function by a pros- 
thesis or other means should be considered before 
resort is had to refracture because refracturing is 
associated with the possibility of infection and 
non-union, 

Fractures of the upper jaw are usually produced 
by crushing blows on the face. They are often more 
difficult to reduce and immobilize satisfactorily than 
mandibular fractures. Permanent facial deformity 
commonly results. Such deformities are by no 
means always an indication of a lack of skillful treat- 
ment at the time of the injury. 

When fractures are limited to the superior maxilla 
they most commonly involve the alveolar process 
and the inferior orbital border. Fractures of the 
alveolus may be limited to a small portion of the 
process bearing one or several teeth. 

In fractures of the lower orbital border the bony 
ridge is usually forced backward into the orbit or 
downward into the antrum. Injury to the infra- 
orbital nerve with anwsthesia of the area supplied 
by it is usually present. When recognized within a 
few days after the injury, depressed fractures of the 
orbital border can usually be elevated readily. 

Fractures involving only a portion of the superior 
alveolar process may be immobilized satisfactorily 
by wiring the upper and lower teeth together. If 
teeth are present at both sides of the fracture a 
dental appliance can be used to advantage. 

Multiple fractures of the upper and lower jaw 
with mobilization of both entire alveolar processes 
are at times encountered. Fixation in such cases 
often necessitates the use of a dental appliance con- 
sisting of a double bite block rigidly supported by 
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adjustable metal arms attached to a plaster-of Paris 
skull cap. 
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MacMillan, J. A.: Transplantation of the Lach- 
rymal Sac in Chronic Suppurative Dacryo- 
cystitis. Arch. Ophth., 1932, viii, 831. 

To overcome the discomfort from tearing which 
frequently follows dacryocystectomy with removal 
of the accessory lachrymal gland, the author decided 
to incise the lachrymal sac transversely just above 
the obstruction and transplant its end into the nose 
through the new opening in the lachrymal fossi. He 
believed that this would insure patency as there 
would be a continuous epithelial lining. 

Twenty-five such operations were performed on 
twenty-three patients (eleven men and ivelve 
women) ranging in age from twenty-two to sixty- 
two years. Of the sixteen patients operated upon 
before December, 1921, ten were cured, three were 
benefited, and three were not benefited. Of the nine 
who were operated upon since 1923, seven were com- 
pletely cured, one cannot be traced, and one was 
benefited. 

MacMillan concludes that the operation described 
is simpler than the external methods as less bone is 
removed, there are no flaps of mucous membrane 
to deal with, a profound knowledge of nasa! work is 
unnecessary, and if the result is unsuccessful the sac 
may be removed through the same incision. 

Leste L. McCoy, M.D. 


Mott, W. C.: Muscle Recession with Tendon Stump 
and Tenon’s Capsule Fixation. Arc. (phii., 
1932, Vili, 858. 

The operation described by the author is based 
on the following principles of fixation: 

1. Firm fixation of the muscle tendon to the 
tendon flap, whereby the retractive tendency and 
contraction of the tenotomized muscle are opposed 
in the same line of force. 

2. Curettage of muscle, tendon, and underlying 
sclera to promote an adhesive reaction and thus 
favor firm union between the tendon and sclera. 

3. Lateral fixation combined with secondary 
anteroposterior fixation by means of wing sutures 
attached to Tenon’s capsule. 

The advantages of this procedure are summarized 
briefly as follows: 

1. The tendon stump and Tenon’s capsule are 
used for re-attachment of the muscle tendon. 

2. The stump anchorage assures correct antero- 
posterior alignment of the muscle. 

3. The fascix bulbi affords secondary antero- 
posterior attachment with proper lateral {)\«tion. 

4. The wing sutures spread out and flatten the 
tendon and hold it snugly in apposition to the sclera, 
and firm union with the sclera is promoted }y curet- 
tage of the apposed surfaces. 

5. The procedure is safe, easy, and eflective. 

Lesuie L. McCoy. M.D. 
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Pfingst, A. O., and Townes, C. D.: Endarteritis 
Obliterans with Spontaneous Gangrene of Both 
Cornez. Am. J. Ophth., 1933, xvi, 39. 


The case reported was that of a girl nine years 
of age. Its outstanding and unusual features were: 

1. Marked histological changes in the intima of 
the small arteries in all regions of the body with little 
or no involvement of the other arterial coats. 

2, The absence of disease in the veins. 

3. The absence of organized clots in arteries and 
veins. 

4. The absence of gangrene and even of ischemia 
of the extremities. 

3. The presence of infarcts in the kidneys and 
brain. 

6. Damage of the arteries of the sclera and cho- 
roid of both eyes and gangrenous destruction of the 
entire cornea of both eyes. 

>. The occurrence of the condition in a young 
person, 

8. The occurrence of the condition in a female. 

Lesiie L. McCoy, M.D. 


Marsh, E. J.: Lenticonus Posterior. Further Study. 
Arch. Ophth., 1932, viii, 804. 


Marsh classifies cases of posterior lenticonus as 
follows: 

1. ‘Those of the Colombo type, in which a trans- 
parent, hemispherical bulge is set like a skull cap on 
the posterior pole of an otherwise normal lens. 

2, Those which are otherwise typical, but show 
opacity at the bottom of the conus or irregularity in 
Its torm. 

3. Those of typical lenticonus, but with related 
opacities or other changes in the lens substance. 

4. Those the description of which is so vague or 
with a complication so anomalous as to render their 
classification uncertain. 

3. A small group which are cases of quasi- 
lenticonus rather than true lenticonus. 

Among the factors to which posterior lenticonus 
has been attributed are: 

1. New growth of the lens tissue, “‘phakoma.” 
The theory attributing the condition to this factor 
nas been abandoned. 

2. An inflammatory or other pathological process 
oi the tunica vasculosa lentis changing the capsule 
and interfering with the nutrition of the lens. 

3. Infolding of a stem of a vessel which produces 
pressure disorganization of the fiber layers and the 
‘ormation of the ‘“‘collar-stud” opacities, the pro- 
ecting lips of the fold forming the conus. 

‘ Traction by the hyaloid artery at the posterior 
pole. 

;. Hernia of the lens substance within the capsule 
is distinguished from prolapse through the capsule. 
_ According to the theory most generally accepted, 
‘he condition is due to weakness of the capsule. 

_ The author concludes that much more must be 
earned about the condition before definite conclu- 
‘ons may be drawn as to its nature and before it 


“an be detinitely classified. The process of its de- 
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velopment must be observed, especially in the early 
stages, and microscopic sections must be studied in 
clinically observed and recorded cases. Not only 
the deformed lens, but also the entire eye with the 
lentiglobus in situ must be studied microscopically. 
As the condition is rare and does not of itself indi- 
cate enucleation, the prospect of an early solution of 
the problems it presents is dim. In the meantime 
every case discovered should be carefully observed 
and reported in detail with regard not only to the 
lentiglobus itself but also to all related complications. 
LesuiE L. McCoy, M.D. 


Berens, C., and Posner, A.: The Circulation of the 
Intra-Ocular Fluid. Am. J. Ophth., 1933, xvi, to. 


A review of the literature shows that the few ex- 
periments made on living human eyes to prove that 
the optic nerve is an outflow channel for the intra- 
ocular fluid resulted in negative findings. 

The authors’ experiments were made on the eyes 
of living animals—rabbit, dog, and guinea pig—and 
human beings. In most of them the Weed and Wege- 
farth Prussian-blue precipitation method was em- 
ployed. Injections of small quantities of an isotonic, 
non-toxic sclution of potassium ferrocyanide and 
iron ammonium citrate were made into the vitreous. 
When the eye is fixed in acid formalin immediately, 
the Prussian blue is precipitated before postmortem 
changes take place in the tissues. 

Of the animals, only the rabbit showed evidence 
of drainage of the intra-ocular fluid through the 
optic nerve and the posterior portion of the retina. 

Of the five human eyes used for the experiments, 
one was normal and four were pathological. In the 
pathological eyes no Prussian-blue granules were 
seen in the optic nerves. In the normal eve the 
granules were found arranged around the central 
vessels for a distance of 1.5 mm. from the papilla 
twent;:’-four minutes aiter the injection. 

Lesuie L. McCoy, M.D. 


Gray, W. A.: Penetrating Wounds of the Posterior 
Chamber of the Eye. Brit. J. Ophth., 1933, xvii, 

As a rule scleral wounds with prolapse of the 
vitreous do not become infected. In none of tifty- 
three cases reviewed did panophthalmitis result. 
Apparently the prolapsed vitreous does not afford 
an easy entrance for bacteria into the interior of the 
globe. This is borne out by experimental work. In- 
jections of virulent strains of bacillus pyocyaneus 
into the interior of the vitreous caused very severe 
infections, but when artificially produced prolapses of 
the vitreous were bathed continuously in the same 
cultures panophthalmitis did not occur. 

SamMueEL A. Durr, M.D. 


Pillat, A.: Changes of the Eyeground in Wilson's 
Disease (Pseudosclerosis). J. Ophih., 1933, 
xvi, 

Pillat reports a case of Wilson’s disease (Westphal- 

Strumpell pseudosclerosis) with a Kayser-Fleischer 
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pigment ring in both cornex, a rather peculiar and 
hitherto undescribed fundus disease. The fundus 
disease was characterized chiefly by: (1) the pres- 
ence of white dots, either isolated or conglomerated, 
in the middle or outer layers of the retina, which 
became more numerous toward the periphery, and 
(2) markedly diffuse degeneration in the parts of 
the fundus showing the white dots. The retinal 
vessels, macula, and choroid were unchanged. The 
right fundus was much more affected than the left. 
Night-blindness in the more seriously affected eye 
suggested a local degenerative process of the retina. 
A parallelism of changes in the various parts of the 
brain and eye was suggested. The differential diag- 
nosis between this fundus disease and other fundus 
conditions with white dots in the middle and outer 
layers of the retina is discussed briefly. 
L. McCoy, M.D. 


Anderson, J. R.: Anterior Dialysis of the Retina: 
Disinsertion or Avulsion at the Ora Serrata. 
Brit. J. Ophth., 1932, xvi, 641, 705. 

For detachment of the retina at the ora serrata 
the author prefers the term “anterior retinal dialy- 
sis’’ to the term “disinsertion of the retina.”” The 
detachment is usually behind, rather than at, the 
ora. Gonin and Arruga have both reported that 10 
per cent of their large series of detachments are of 
this type. So-called ‘‘spontaneous” detachment is 
to be regarded as detachment due to an unrecog- 
nized cause. 

Characteristic features of anterior retinal dialysis 
are: (1) its location in the inferior temporal quad- 
rant, (2) its greater frequency in males than in 
females, (3) non-myopic refraction, and (4) its early 
age of onset. Of twenty-three cases studied, the 
dialysis occurred in the inferior half of the globe in 
95 per cent and in the temporal half in 85 per cent. 
Its occurrence here probably depends upon the 
facts that this area is most subject to trauma and 
that while cystoid degeneration of the retina is com- 
mon around the entire ora, it is earliest and most 
marked in the temporal portion. Structural charac- 
teristics, especially the attachment of the vitreous 
base and the traction exerted in vitreous detach- 
ment, are important etiological factors. If the pars 
ciliaris retina and the ora serrata are torn from the 
retina, fluid from the vitreous quickly collects be- 
hind the retina and detachment results. Young 
males seem most susceptible to anterior dialysis of 
the retina, possibly because of their greater exposure 
to trauma. The retinal detachment of the usual 
type occurring in high myopia and associated with 
the degeneration of middle age takes place usually 
in the superior half of the globe. : 

As a rule anterior retinal dialysis tends to progress, 
especially when it occurs in the temporal portion of 
the globe. The formation of retinochoroidal ad- 
hesions may limit the detachment. Inferior dialyses 
may remain stationary for a long time. 

Although some ophthalmologists have found the 
operative prognosis to be poor, in many of these 


cases, the author believes there is a reasonable 
chance of cure by the Gonin method. He has ob- 
tained successful results from the wide cauterization 
of a considerable area or a linear cauterization with 
an occasional puncture of the choroid with the 
cautery or trephine. In contrast to Meller, he be- 
lieves that multiple punctures have advantages over 
a single cauterization. He states that the necessity 
for several operations renders the prognosis more 
unfavorable. It seems wise to make the first punc- 
ture opposite or a little posterior to the margin of 
the aperture and subsequent punctures over the 
margin or a little in front of it, according to the like- 
lihood of forward movement of the margin. 
A. MANN, Jr., \1.D. 


Goulden, C.: Spontaneous and Traumatic Detach- 
ment of the Retina and Its Modern Treat ment. 
Trish J. M. Sc., 1932, No. 84, p. 679. 


Detachment of the retina was recognized before 
the invention of the ophthalmoscope, but until 
recently its prognosis was practically hopeless, 
Gonin believes it is due to retinal tears produced by 
degenerative shrinking of the vitreous following firm 
attachment of the vitreous and retina by « patch 
of choroiditis or to retinal holes produced by de- 
generative changes in the retina such as the rupture 
of retinal cysts. According to this theory, closure 
of the openings in the retina is essential for cure. 
Tears may be found in from 80 to go per cent of 
cases if a thorough search is made for them. The 
retinal defects include disinsertion, round holes, and 
horse-shoe-shaped rents. Of 200 cases treate«! at the 
Royal London Ophthalmic Hospital (Mooriiclds), 
round holes were found in 34 per cent, disinsertions 
in 34 per cent, horse-shoe-shaped tears and slits in 
30.5 per cent, and irregular openings in 4.5 per cent. 
The round holes occurred most frequently in the 
temporal half of the retina, especially in the superior 
quadrant; disinsertion, in the inferior temporal 
quadrant; and the horseshoe-shaped tears in the 
upper half, especially in the superior temporal 
quadrant. 

Gonin’s operation requires accurate localization 
of the tear and cauterization through the sclera at 
its exact site. The closure of a large tear ly this 
method is difficult, and the procedure is not ap- 
plicable to cases in which no tear is found. (i the 
cases treated at the Royal London Ophthalmic Hos- 
pital by the Gonin method, a cure was o!)!«ined in 
from 25 to 30 per cent. The incidence o/ cure was 
highest in the cases in which the condition !ii been 
present for only six weeks or less. 

In the Guist operation trephine holes not involving 
the choroid are made in the sclera over the «rea ol 
detachment. A fine stick of caustic potas!i is then 
touched to each of the trephined areas «nd_the 
potash neutralized with acetic acid. The « hwroid is 
then perforated in about half of the trep!ine holes. 
While this operation is tedious and diflicu!!, it causes 
little damage and no shortening of the retina and can 
be used for the treatment of a wide area. 
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Diathermy has been employed chiefly by Weve 
and Larsson. Weve makes a number of perforations 
around the tear with a fine conical diathermy needle 
reaching the retina and uses from 4o to 50 ma. of 
current turned on for one second at each entrance. 
Larsson applies diathermy without perforating over 
the detached area and at the conclusion of the 
treatment allows the subretinal fluid to escape 
through a trephine hole. A large indifferent electrode 
is applied to the leg or arm and the active electrode 
is applied to the exposed sclera. 

A, Mann, Jr., M.D. 


EAR 


Ziegelman, E. F.: An Anatomical Study of Exten- 
sion of a Mastoid Infection into the Digastric 
Muscle and Adjacent Structures. Ann. Otol., 
Rhinol. & Laryngol., 1932, xli, 1063. 


Between the mastoid tip proper and a so-called 
inner tip is the digastric groove. This is of surgical 
importance because if an infection should extend to 
the external structures by way of cells internal to it, 
the digastric muscle may be involved, although 
usually such invasion affects the sinus, the bulb, or 
the facial canal. On the basis of its anatomy, the 
digastric muscle might be expected to be involved as 
frequently as the sternomastoid in tip perforations. 
However, a dissection of twenty-eight mastoids 
showed that in 60 per cent the cells of the internal 
portions of the external tip were sclerotic or diploétic 
whereas in 40 per cent the structures were diploé- 
pneumatic or very definitely pneumatic. 

When an infection enters the digastric muscle 
from the cells of the mastoid tip there is only one 
direction for it to extend, that is, downward and 
forward to a point where further extension is pos- 
sible. Further extension may be upward anterior to 
the stylomandibular ligament or beneath to the 
sphenomaxillary fossa. 

The close relation of the digastric muscle to a 
large number of pneumatic tip cells suggests the 
possibility of invasion of the muscle without perfora- 
tion of the tip, that is, by continuity. From his ob- 
servations the author is inclined to believe that such 
invasion is a definite clinical and pathological entity 
and has a bearing on certain pathological conditions 
of the neck. He is of the opinion that some of the 
vague anatomical misplacements of the hyoid bone 
and larynx may be explained by this hypothesis. 

Extension of a mastoid infection into the digastric 
muscle is characterized by marked pre-auricular 
swelling and pain. The swelling usually extends 
along the anterior border of the sternomastoid. 
Great difficulty is experienced in opening the mouth. 
The condition must be differentiated from parotitis, 
parotid abscess, furunculosis, and Bezold abscess. 

The treatment is strictly surgical. A submaxillary 
approach should be used. The digastric muscle 
should be exposed and the pus located by sharp dis- 
section if possible. Otherwise, Hilton’s method 
should be used. Joun F. Detpn, M.D. 
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Kahler, O.: The Tonsil Problem. J. Laryngol. & 
Otol., 1933, Xlviii, 2. 

This discussion of the tonsil problem is sum- 
marized as follows: 

1. The function of the tonsils is not known. 

2. No definitely deleterious effects from tonsil- 
lectomy can be demonstrated. 

3. The tonsillar crypts are filled with an exudate 
of almost pure pus in 80 per cent of persons with a 
history of tonsillar infection and in only 20 per cent 
of those without such a history. 

4. The most reliable indication for tonsillectomy 
is a history of infections of the upper respiratory 
tract. 

5. A complete tonsillectomy is the only method 
of eradicating tonsillar infection. X-ray irradiation 
and tonsillotomy are ineffective and _ probably 
harmful. ELIzABETH CRANSTON. 


NECK 


Soubeiran, M.: Cervicofacial Branchiomata (Sur 
les branchiomes cervico-faciaux). Arch. franco- 
belges de chir., 1931-1932, XXXiii, 542. ; 

The author first reviews the literature on cervico- 
facial branchiomata from 1882 to date. All writers 
on this subject are in accord in recognizing the 
occurrence, in the face and neck, of solid tumors 
independent of the adult glandular epithelium 
(salivary glands, thyroid, carotid body), but while 
the majority believe that these neoplasms develop 
from branchial rests, others regard them as em- 
bryomata analogous to those of the genital glands. 
Recent researches tend to show that neither of these 
hypotheses may be correct. The polymorphism of 
the tumors has perhaps been exaggerated, and the 
neoplasms should not be confused with the heter- 
ogenous neoplasia of the true embryomata. They 
present the characteristics of local or regional em- 
bryonic inclusions. Particularly their formative 
elements have a remarkable similarity to those of 
the paradental tumors described by Malassez. 

These tumors may be divided into the following 
groups: 

1. Simple cysts of the dermoid and mucoid types, 
the latter with cylindrical and sometimes ciliated 
epithelium. 

2. Polycystic tumors, which include congenital 
serous cysts, juxtathyroid polycystic tumors, and 
multilocular cysts uniformly attributed to branchial 
rests. 

3. Solid tumors, which may be divided into two 
groups: (1) purely epithelial tumors, which are 
usually malignant, grow rapidly, and occur usually 
in the suprahyoid and carotid regions and less often 
in the parotid region, and (b) classical mixed tumors, 
which develop in the region of, or within, the salivary 
glands, grow slowly, sometimes attain a considerable 
size, are of a hard consistency, and show poly- 
morphism of their tissue. 
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The author limits his discussion to the hard tumors. 

The histological structure of the branchial epi- 
thelioma is very uniform. It consists of groups of 
cells which, in their growth and spread, closely re- 
semble those of cutaneous cancer. The stroma is 
always adult fibrous tissue. At the points where 
adjacent glands (salivary glands) are invaded, the 
plasma-cell infiltration is very abundant. 

In the mixed type of branchioma, epithelial tissue 
and connective tissue are present together. A fre- 
quent arrangement of the epithelial elements bears 
a close resemblance to that of adamantinoma. In 
the connective tissue, myxomatous and cartilaginous 
changes are common. Bone formation is rare. 

The author believes that the inclusions of embry- 
onic tissue which constitute the neoplasms called 
branchial tumors are of local or regional origin. 

The only treatment of cervicofacial branchioma 
is extirpation. This must be complete, for if any of 
the tumor is left, recurrence is likely to be rapid. 
In spite of their apparent mobility, the tumors are 
usually firmly adherent to the large vessels. 

FRANK B. Berry, M.D. 


Stokes, E. H.: Myxoedema. Med. J. Australia, 1932, 
ii, 580. 

Ten cases of classical myxoedema occurring spon- 
taneously in persons of middle age are used as the 
basis for a discussion of the various aspects of the 
disease. Reference is made also to a number of 
cases of atypical, incomplete, and treated myx- 
cedema. The author emphasizes the value of deter- 
minations of the blood cholesterol in the diagnosis 
and treatment of the condition. In all of the typical 
untreated cases reviewed the blood cholesterol was 
increased from the normal (160 to 200 mgm. per 
100 c.cm.) to from 311 to 1,000 mgm. per 100 c.cm. 
Upon the institution of thyroid therapy it fell to 
within the upper limits of the normal. The response 
of the blood cholesterol is considered a valuable in- 
dication of the adequacy of thyroid treatment. 

Leo M. ZIMMERMAN, M.D. 


Webster, B.: Studies in the Experimental Produc- 
tion of Simple Goiter. Endocrinology, 1932, xvi, 
617. 

Since 1928, rabbits kept in stock for experimental 
purposes in the laboratories of the Johns Hopkins 
Medical School have been found to develop goiter if 
kept for forty days or longer. The degree of thyroid 
enlargement is proportional to the length of time 
the animals have been kept in the laboratory. 
Microscopic examination shows the goiters to be 
of the simple, diffusely hyperplastic type. No 
changes in the general condition of the animals have 
been observed. Elimination of various articles in 
their diet revealed that cabbage, one of the principal 
foods used, was the goitrogenic factor. The main- 
tenance of ideal hygienic conditions did not prevent 
the development of goiter, but the administration of 
iodine in small amounts afforded complete protec- 
tion against it. 
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A seasonal variation was observed, the goiter 
being more easily produced in the winter than in 
the summer. This was found to be due to variations 
in the goitrogenic properties of cabbage harvested 
at different seasons. Other vegetables of the same 
group, such as Brussels sprouts and caulillower, 
were also found to be goiter producing. Dessication 
or extraction with ether or acetone deprived the 
cabbage of its power to produce goiter. Steaming 
for thirty minutes increased its goitrogenic activity, 

The metabolic rate of the goitrous animals was 
from 18 to 20 per cent lower than normal. \hen 
7.5 mgm. of potassium iodide were administered 
daily, the metabolic rate was greatly increase, the 
animals lost weight, and death resulted in from forty- 
six to seventy-two hours. After smaller doses of 
iodine the metabolic rate showed a temporary ele- 
vation and then gradually returned to normal. In- 
volution of the thyroid was observed after the iodine 
medication. In the stage of hyperplasia the acini 
were composed almost entirely of Langendortt’s 
chief cells. After involution there was a sudden 
transition to the colloid type of cell. Webster con- 
cludes that these two forms are probably the same 
cell type in different stages of functional activity. 

Ultraviolet irradiation of cabbage doubles. its 
goitrogenic power. This fact suggests that sunlight 
plays a part in the synthesis of the active agent. 
Attempts to isolate a goiter-producing glucoside 
were unsuccessful. It has been shown that cyanides 
are components of the glucosides in this group of 
vegetables. On the assumption that cyanides were 
the cause of the goiters, Marine and his associates 
injected cyanide compounds into rabbits. | hyroid 
hyperplasia resulted. The cyanides are thought to 
depress tissue oxidation. To overcome this etlect 
the thyroid attempts to produce an excess o/ thy- 
roxin, which activates oxidation. This results in a 
relative iodine insufficiency and consequent hyper- 
plasia of the thyroid. Leo M. Zimmermay, M.D. 


Davis, J. S., Hinton, J. W., and Killian, J. \.: Dis- 
turbed Protein Metabolism as a Cause of 
Colloid Goiter in Dogs. West J. Surg., 
Gynec., 1932, xl, 665. 

Ligation of the pancreatic ducts in dogs !ius been 
found to result in the production of colloid goiter. 
Thyroxin is a compound of tyrosine and iodine. It 
was thought that the development of colloi! goiter 
following ligation of the pancreatic ducts might be 
due to the absence of tryptic digestion with a re: 
sulting deficiency of tyrosine, inadequate fix tion ot 
the available iodine, and storage of iodine in the 
thyroid gland. The colloid changes were character 
ized by macroscopic transparency, microscopic 
colloid accumulation, and an increase in the iodine 
content. Examination of the blood following the 
ligation failed to reveal a decrease in the tyrosine and 
tyramine content, and the administration o/ | yrosine 
failed to prevent the development of colloid! goiter. 
Therefore the colloid goiter resulting from ligation 
of the pancreatic ducts is not due to a decrease In the 


4 


a> 


: 
] 
tr 
th 
al 
pe 
u 
It 
+. Ir 
re 
di 
m 
mi 
co 
lat 


tyrosine supply caused by inhibition of proteolysis. 
“The administration of iodides did not affect the 
development of colloid goiter in these experiments 
although it resulted in a greater accumulation of 
iodine in the thyroid gland. The injection of tyra- 
mine resulted in hyperplasia of the thyroid gland 
and tended to prevent the colloid changes which 
follow ligation of the pancreatic ducts. Thyroxin, 
thyroid extract, and pancreatin were found to allevi- 
ate the illness following pancreatic duct ligation, but 
did not affect the accumulation of iodine in the thy- 
roid gland. Thyroid extract exerted no appreciable 
influence on the colloid changes in the thyroid. Pan- 
creatin retarded the development of the changes 
slightly, while thyroxin produced hyperplasia and 
inhibited the colloid changes. These findings suggest 
a relationship between the pancreas and the thyroid 
gland. Leo M. Zimmerman, M.D. 


Fortune, C. H.: A Clinical Study of the Graves’ 
Constitution and Its Relation to Thyroid Dis- 
ease. Ann. Int. Med., 1933, vi, 869. 


In the period from 1927 to 1930, 245 cases repre- 
senting all types of thyroid disease were studied on 
the Medical Service of the University of Michigan 
Hospital. Subsequently the patients were trans- 
ferred to the Surgical Service and the excised glands 
were studied in the Pathological Department. The 
thyroid specimens were examined for lymphoid 
hyperplasia which is said to indicate the ‘‘Graves’ 
constitution” described by Warthin. The examina- 
tion was confined to the thyroid and did not include 
other elements of this constitution, i.e., the hyper- 
plastic thymus, generalized hyperplastic lymphoid 
tissue, underdevelopment of the vascular system, 
and hypoplasia of the adrenals, especially of the 
medullary portion. Evidences of Graves’ constitu- 
tion (Warthin) were found in go per cent of the cases. 

Paut Starr, M.D. 


Engel, A.: The Treatment of Basedow’s Disease 
(Die Behandlung von Morbus Basedowii). Acta 
med. Scand., 1932, Ixxix, 125. 


This report is based on a follow-up of 200 patients 
treated for Basedow’s disease in the First Medical 
Clinic of the Seraphim Hospital in Stockholm during 
the period from 1913 to 1930. Some of the patients 
were treated medically, some by X-ray irradiation, 
and some surgically. Of those treated medically, 55 
per cent were rendered able to work, but the dura- 
tion of their treatment was prolonged. The mortal- 
ity in the medically treated cases was 24.7 per cent. 
In the surgically and radiologically treated cases the 
mortality was 13.6 and 14.3 per cent respectively 
and the incidence of cure was about the same. The 
results of medical treatment were poorest in cases 
ol severe thyrotoxicoses and secondary Basedow’s 
disease. In the cases of young patients with the 
milder forms of thyroid intoxication, medical treat- 
ment gave satisfactory results. The author therefore 
concludes that it should be limited to cases of the 
latter type. Leo. M. ZimMerMAN, M.D. 
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Katz, B.: Erysipelas of the Pharynx and Larynx. 
Arch, Otolaryngol., 1933, Xvii, 30. 

Erysipelas may spread from the skin to the mu- 
cous membrane of the pharynx and larynx or occur 
in the pharynx and larynx primarily. The Dicks 
and many others consider the streptococcus of ery- 


sipelas specific and distinct. Until all of the con- 
troversial points pertaining to the many strains of 
streptococcus erysipelatis are cleared up, it is im- 
portant for the clinician to remember that the form 
of disease caused by streptococci depends on the 
part of the body affected and the reaction of the 
body. 

The epidemics of so-called septic sore throat are 
identical with milk-borne epidemics of erysipelas of 
the throat. Moreover there is a striking correspond- 
ence between these infections from the bacteriolog- 
ical point of view. 

Erysipelas of the pharynx and larynx is charac- 
terized by an acute oedematous swelling of the 
mucosa and an accumulation of streptococci in the 
lymphatié vessels. A phlegmon or abscess may de- 
velop later. 

The onset of the disease is rapid and may follow 
tonsillitis or coryza. The tongue becomes swollen, 
the mucosa and submucosa of the larynx become 
cedematous, and laryngeal stenosis may result. The 
disease is so acute that it should never be confused 
with non-inflammatory oedema. Acute laryngitis is 
less severe and associated with only slight aedema. 
The chief dangers of the disease are those common 
to erysipelas at any site and, in addition, the danger 
of stenosis of the larynx. 

The symptomatic treatment in the beginning 
should consist of the internal application of cold by 
means of cracked ice in the mouth, cold applications 
to the neck, and local applications of epinephrin. 
Stenosis of the larynx makes tracheotomy impera- 
tive. Specific serotherapy and vaccinotherapy 
should be started early. Katz reports a case in which 
five intramuscular injections of 100 c.cm. of a poly- 
valent streptococcus serum and a streptococcus vac- 
cine containing 2,500,000 killed organisms were given. 
He concludes from his experience that specific 
therapy is very beneficial in these cases. 

Garsipe, M.D. 


Krieger, C. H.: Postdiphtheritic Laryngeal Sten- 
osis: A Review of the Literature and a Report 
of Six Cases. Arch. Otolaryngol., 1933, xvii, 40. 

Stenosis of the larynx is a narrowing in cross-sec- 
tion of the laryngeal airway. Among its numerous 
causes are intubation, tracheotomy, diphtheria, and 
secondary infection. 

In the treatment, Jackson’s method of dilatation 
and occlusion is the procedure of choice when it is 
applicable. When continuous dilatation is necessary 
or desirable, the method of Iglauer seems most 
logical. A knowledge of the nature and extent of the 
stenosis is necessary before treatment is begun. This 
can be gained by direct and retrograde laryngoscopy 
and roentgen-ray studies. 
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The prognosis for ultimate functional recovery is 
favorable if the cartilaginous framework is not en- 
tirely destroyed. The treatment should be carried 
out in a well-regulated hospital where the patient 
can be kept under constant observation. 

M. HERBERT BARKER, M.D. 


Kernan, J. D., and Schugt, H. P.: Primary Sub- 
mucous Laryngeal Abscesses. Arch. Otolaryngol., 
1933, XVii, 22. 

Acute submucous laryngitis followed by abscess 
formation may be produced by irritation, trauma, or 
an infection such as influenza, scarlet fever, or 
tuberculosis. The abscess may break through the 
laryngeal cartilage and appear externally or may 
point into the lumen of the larynx and cause stenosis. 
Most common are small superficial abscesses in the 
larynx. Less common, but more serious, are the 
circumscribed submucous abscesses pointing into the 
lumen of the larynx. Such abscesses may form under 
the mucous membrane of the thyroid or cricoid 
cartilages and frequently present difficulties in diag- 
nosis. It is necessary to rule out laryngeal oedema, 
syphilis, tuberculosis, and cyst. 

The symptoms are a “scratching” in the throat 
followed by pain on phonation, hoarseness, difficulty 
in breathing, and the usual systemic manifestations 
of an acute localized suppuration. Sudden fatal 


stenosis may occur. The infection may spread to the 
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lymphatics of the neck and mediastinum. Aspiration 
of pus from the abscess may be followed by pul- 
monary infection. 

The superficial abscesses in the pharynx and 
larynx can be opened easily and usually heal without 
complications. In most cases, external abscesses 
also heal promptly after incision. In intralaryngeal 
abscesses obstruction of the larynx may necessitate 
prompt tracheotomy. The diagnosis is made rela- 
tively easy by laryngoscopic examination. 

The authors report two unusual cases of laryngeal 
abscess under the mucosa of the thyroid which ex- 
tended into the piriform fossa. One was that of a 
girl of fourteen years and the other that of a man. 
In the first case the infection was due to streptococci, 
and in the second to staphylococci. In both cases 
repeated incisions into the piriform fossa failed to 
give relief although they established rather free 
drainage of the pus. The authors therefore decided 
to drain the abscess externally by creating a window 
in the thyroid cartilage. The thyroid cartilage was 
exposed by an external incision and an opening the 
size of a one-cent piece was made through it witha 
sharp curette. The perichondrium bulged through 
the opening. Incision into the perichondrium was 
followed by the immediate evacuation of from 10 to 
15 c.cm. of pus. In both cases the larynx was found 
entirely normal on re-examination a year alter the 
operation. Garsipr, M.D. 
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SURGERY OF THE NERVOUS SYSTEM 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Radovici, A., and Meller, O.: Liquid Encephalo- 
myelography (Encéphalomyélographie liquidienne). 
Presse méd., Par., 1932, xl, 1933. 


The authors review the use of the various contrast 
media in roentgen diagnosis. They mention espe- 
cially lipiodol and air in the roentgenological demon- 
stration of spinal and intracranial disease and the 
method of arterial encephalography suggested by 
Moniz. They propose rendering the spinal fluid 
itself opaque by adding to it thorium dioxyhydrosol 
in colloidal suspension. Experiments on the opacity 
of this solution in various dilutions led to the con- 
clusion that from 5 to 10 c. cm. of thorotrast would 
give suflicient opacity in the cerebrospinal spaces. 

The authors’ animal experiments were carried out 
onrabbits and dogs. In the experiments on rabbits, 
2c. cm. of thorotrast were injected into the sub- 
arachnoid space by lumbar or suboccipital puncture. 
The injection was always followed by a rise in the 
temperature with a meningeal reaction, which was 
sometimes very slight. 

In the experiments on dogs the dose injected into 

the dural sac or the epidural space varied from 2 to 
12¢.cm. The subarachnoid injection was made at 
the level of the suboccipital space, and the epidural 
injection was made in the lumbar region. The small 
ormedium doses of from 2 to 6 c. cm. were relatively 
well tolerated, whereas the large epidural doses 
caused a marked meningeal reaction with prostra- 
tion and a marked rise in the temperature. After a 
suboccipital injection of 10 c. cm. of thorotrast into 
a dog the authors were able to visualize the surface 
of the whole neuraxis as if in relief. The convolu- 
tions of the hemispheres were especially distinct. 
_ In cadavers of small infants the subarachnoid in- 
jection of 10 c. cm. outlined the sulci of the brain 
and the intraventricular injection of the same 
quantity outlined the whole ventricular system. In 
a human adult the authors injected by the lumbar 
toute doses gradually increasing from 1 to 5 c. cm. 
Doses of from 3 to 5 c. em. caused a temperature 
rise. When the larger dose was given this reached 39 
degrees C. The maximum dose of 5 c. cm. was not 
sutlicient for satisfactory outlining of the neuraxis in 
the adult, but when 5 c. cm. were injected into the 
occipital horns of the ventricles of a hydrocephalic 
child three and a half years old distinct roentgeno- 
grams of the ventricular system were obtained. 

The authors’ experimental researches with anat- 
omopathological control show that colloidal particles 
of thorotrast have a tendency to become fixed in the 
teticulo-endothelial system of the meninges. There- 
‘ore roentgenography tends to give better images 


from five to ten days after a subarachnoid injection 
than immediately after the injection. The authors 
suggest that repeated small doses may be better 
than a single large dose. They are directing future 
work toward obtaining a solution of thorotrast 
which will be non-irritating to the arachnoidal 
structures and will therefore render possible the re- 
placement of a larger amount of spinal fluid with 
the contrast substance without causing inconvenient 
reactions. HALE Haven, M.D. 


Jorns, G.: Experimental Investigations Regarding 
the Resorption Process in the Ventricles of the 
Brain (Experimentelle Untersuchungen ueber die 
Resorptionsvorgang in den Hirnkammer). Arch. f. 
klin. Chir., 1932, clxxi, 326. 

The author reviews his own experimental studies 
and those of others with regard to the physiology 
and pathology of the cerebrospinal fluid. The 
observations of Weed-Mckibben, Ernst, and others 
which indicate an exchange of fluids between the 
brain tissue and the blood vessels are fully cor- 
roborated by iodine resorption experiments with and 
without the use of hypertonic solutions. Especially 
Ernst’s observation that an increase in the pressure 
of solution in the blood is followed by a decrease in 
the perivascular spaces, a shrinkage of the brain 
substance, and a decrease in the water content of the 
brain tissue as the result of an increase in the amount 
of water entering the blood vessels was confirmed 
by the demonstration of definite iodine resorption 
also from the closed ventricular system. The 
osmotic withdrawal of water from the brain tissue 
therefore affects also the cerebrospinal fluid content 
of the ventricles. Therefore the decrease in the 
spinal fluid pressure which follows the use of hyper- 
tonic solutions is due not only to the decrease in the 
brain volume resulting from the loss of water and 
the associated enlargement of the cistern, but also 
to an increased resorption of spinal fluid. That this 
resorption of fluid from the brain tissue and the 
ventricles occurs into the cerebral vessels themselves 
is indicated both by the close relationship between 
the loss of water and the change in the brain volume 
(Ernst) and the fact that in iodine resorption 
experiments no overflow into the cisternal fluid can 
be demonstrated. The degree to which, in the 
presence of an increased pressure of solution in the 
blood, not only ventricular fluid but also cisternal 
fluid is resorbed by way of the adventitial spaces of 
the cerebral vessels communicating with the sub- 
arachnoid space cannot be determined from the 
experiments reported here or the observations 
recorded in the literature to date. Because of the 
existing anatomical conditions, the possibility of 
such resorption is suggested as an explanation of the 
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absence of an overflow into the cisternal fluid of 
substances reaching the cerebral ventricles from the 
perivascular spaces. However, it is apparent that 
even under such circumstances the absorption of 
water from the cerebral tissue and the cerebral 
ventricles must be of chief importance. As the 
perivascular spaces are to be regarded as the sites 
of the resorption of water into the blood vessels, 
replacement of the fluid removed from the cerebral 
tissue is possible only by the release of water from 
the cerebral ventricles. Accordingly, the osmotic 
displacement of water, which occurs from the cer- 
ebral ventricles to the cerebral capillaries and thence 
to the perivascular spaces, must be greater than the 
absorption of water from the cisternal fluid. This 
conclusion is in complete agreement with the 
theory of Weed and Foley who, on the basis of their 
observations, characterized the effect of an ar- 
tificially produced increase in the pressure of solution 
in the blood as a reversal of the normal outflow of 
the cerebrospinal fluid in the sense of an intraven- 
tricular resorption. 

The intraventricular resorption processes taking 
place without the use of hypertonic solutions occur 
by diffusion, and the resulting decrease of concen- 
tration is the initial factor in the entrance into the 
blood vessels of substances introduced into the 
ventricles. The route followed by the resorption 
from the cerebral ventricles in the presence of a 
decrease of concentration is the same as in the 
presence of an increase in the pressure of solution in 
the blood, namely, diffusion through the cerebral 
tissue, filling of the perivascular spaces, and resorp- 
tion into the cerebral vessels. There is no satis- 


factory evidence of special resorption sites, such as 
venous plexuses, in this route. If a corresponding 
decrease does not occur after the intraventricular 
injection of solutions which are practically isotonic 
with the cerebrospinal fluid, artificial hypertension 
of the blood alone can increase resorption or bring 
it about more quickly the more diffusible the sub- 


stance used. These interrelationships and the 
spread of the vital dyes in the brain tissue, which can 
be followed histologically, both indicate that the 
cerebral vessels are the sites of intraventricular 
resorption, as the slight depth of the dyed zone 
penetrating the ventricular walls speaks against the 
dye’s reaching the subarachnoid space. 

The dependence of the entrance of a substance 
into the cerebral tissue upon a corresponding con- 
centration of that substance in the cerebrospinal 
fluid shows that the route through the cerebrospinal 
fluid to the brain is of importance only when sub- 
stances in larger amounts break through the blood 
and cerebrospinal fluid barriers or enter the cer- 
ebrospinal fluid by circumventing these barriers. If 
these hypotheses are correct, an exchange of material 
by osmosis and diffusion between the cerebrospinal 
fluid and the brain and vice versa is to be assumed. 
However, as it is evident that under normal cir- 
cumstances such local conditions are present to 
only a limited degree, we must adhere to the theory 
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of a physiologically occurring outflow of ventricular 
fluid over the aqueduct into the subarachnoid space, 
and assume a direct exchange of substances bet ween 
the blood and brain. 

The site of this direct exchange between the blood 
and brain—in contrast to the route between the 
blood and cerebrospinal fluid—is to be sought in the 
region of the cerebral capillaries (Mestrezat) or 
some other permeable portion of the cerebral! vas- 
cular system (Sepp). Particularly the numerous 
observations made in artificial anisotony of the 
blood indicate that the cerebral vessels possess the 
chief characteristic of capillaries, permeability to 
water and dissolved substances. Accordingly: there 
is nothing to refute the theory of a transsudation 
and resorption of the cerebral vessels. Under phys- 
iological conditions these processes are probably 
of importance only for regulation of the water 
content of the brain substance and not for the 
actual formation and absorption of cerebrospinal 
fluid. Whereas it is generally agreed that the chief 
sources of cerebrospinal fluid are the venous plexuses, 
the findings of the experiments herewith reported, 
as well as others, indicate that the chief resorption 
of cerebrospinal fluid occurs from the subarachnoid 
space. This was evidenced especially by the ex- 
periments with blocking of the ventricular system 
with consequent marked retardation of resorption 
of sodium iodide solutions injected into the ven- 
tricles. On the other hand, under pathological or 
artificially produced conditions, the osmotic dis- 
placement of water in the region of the cerebral 
vessels becomes much more important. ‘his is 
evident in the effects of osmotherapy in the treat- 
ment of cerebral oedema, increased cerebral pressure, 
and internal hydrocephalus. In this connection 
attention should be called especially to the superior 
effect of hypertonic solutions as compared with 
lumbar puncture in traumatic cerebral «edema 
(Wanke). This is explained by dehydration of the 
cerebral tissue itself by osmotic withdrawal o! water 
as compared with the simple drawing of! of cer- 
ebrospinal fluid from the cerebrospinal fluid spaces 
by puncture. In addition, there are important 
relationships to the origin of cerebral oedema and 
swelling of the brain which require further investi- 
gation. 

The pathology of hydrocephalus is influenced by 
the osmotic fluid exchange between the blood and 
brain only insofar as it has been shown that the 
withdrawal of water from the cerebral tissue 1's 
followed by resorption of cerebrospinal {lui from 
the cerebral ventricles. This is evident from reports 
of favorable effects produced on true and sympto- 
matic hydrocephalus by the use of hypertonic 
solutions (Foley, Cushing, Frazier, Heidrich, and 
others). On the other hand, former theories regard: 
ing the mode of origin of internal hydro: ephalus 
have not been much shaken by the demonstration o! 
the possibility of resorption through the ventricular 
walls even in the presence of blockage o! the vel- 
tricular system. Absence of the norma! route 0! 
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outflow over the aqueduct and the consequent 
impossibility of resorption in the subarachnoid 
cerebrospinal fluid spaces which lead to the impor- 
tant disproportion between the production and 
resorption of cerebrospinal fluid terminating in 
stasis of the cerebrospinal fluid in the ventricular 
system is not relieved by the possibility of intraven- 
tricular resorption, as the prerequisites for this 
process are lacking. At the same time it is evident 
that the increased static fluid pressure in the ven- 
tricles, which leads to dilatation of the ventricular 
walls, has no effect on the resorption through the 
cerebral vessels in the sense of a filtration. 

Also as regards obstruction to substances in the 
colloidal state the cerebral vessels behave like the 
capillaries in the other organs, the normal imperme- 
ability of which to protein substances constitutes a 
prerequisite for the exchange of water. The fact 
that colloid, which diffuses from the blood to the 
brain even more easily than protein, does not enter 
the cerebral tissue seems to be due to certain peculiar 
jactors. The latter apparently include the adventitial 
sheaths of the cerebral vessels and the perivascular 
glial membrane. In the opposite direction, from the 
cerebral tissue to the blood vessels, these boundaries 
seem equally impermeable, since vital dyes in- 
troduced into the ventricles reach the perivascular 
spaces (which are thereby proved to be collecting 
reservoirs for the tissue fluid of the brain) but are 
not resorbed in the blood vessels. If it is assumed 
that the protective apparatus of the vascular 
sheaths and the membrana limitans gliz is of value 
not only with regard to the passage of blood to the 
cerebral tissue, but also with regard to substances 
which, because of the open communication, reach 
the perivascular spaces from the subarachnoid 
space, this will explain the observation of Stern that 
subdurally applied substances can be demonstrated 
in the nervous parenchyma only when they have 
previously entered the ventricular fluid. As the 
resorption from the cerebral ventricles of molecular 
lissolved substances can be increased by artificially 
increasing the salt content of the blood (the reversal 
i the cerebrospinal fluid flow described by Weed 
and Foley), a therapeutic use of this route appears 
to be impossible. 

All observations which, in agreement with ana- 
tomical investigations made so far, indicate inter- 
calation of the perivascular spaces between the 
dlood stream and the brain tissue suggest that the 
‘uid content of these spaces and the brain tissue 
self is to be considered as a unit, and as regards 
‘omposition and function is to be compared to the 
‘rue cerebrospinal fluid, as has been claimed by 
Mestrezat, Spatz, Creutzfeld, Mott, Walter, and 
others. That the open communication of the perivas- 
‘ular adventitial spaces with the subarachnoid space 
soes not refute this theory has already been dis- 
“‘ussed, On the other hand, the existing communica- 
‘on ls sutticient to explain the experimental findings 
' Papilian and Jippa, on which Sepp based his 
‘heory of a flow of cerebrospinal fluid into the brain 
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tissue, and the clinical observations regarding the 
spread of foci of softening and of abscesses in the 
same direction. The question of an active flow of 
cerebrospinal fluid toward the ventricles or in the 
opposite direction is not touched upon by the 
experimental observations herewith reported. The 
latter suggest rather an osmotic exchange of sub- 
stances and fluids between the cerebral vessels and 
the cerebral tissue. S. Frey (Z). 


Lyman, R. S., Kupalov, P. S., and Scholz, W.: The 
Effect of Roentgen Rays on the Central Nervous 
System: Results of Large Doses on the Brains 
of Adult Dogs. Arch. Psychiat., 1933, 
xxix, 56. 


Neurol. = 


In experiments on four dogs the occipital region 
was exposed to from 18 to 20 erythema doses of 
X-ray irradiation. Studies with conditioned reflexes 
showed a considerable individual difference in the 
reactions lasting for from one to three weeks after 
the exposure. During the second stage, which lasted 
from about the second to the twelfth week or longer, 
the conditioned reflexes were always below the 
normal range. Unconditioned retlexes were often 
low, a fact suggesting direct action on the salivary 
glands. Signs of disturbances of the sympathetic 
system occasionally appeared. The second stage was 
followed by a stage of apparently normal salivary 
reflexes and behavior. In the case of a dog living six 
months there was a fourth stage characterized by 
ataxia, loss of vigor, and clockwise circling around 
which began five months after the irradiation. By 
the sixth month vision was greatly impaired and 
there was pronounced deterioration of behavior. In 
a dog killed at the end of six weeks histological 
examination showed diftusely scattered degenerative 
changes in the capillaries and precapillaries of the 
brain. In the dog which lived for six months these 
changes had progressed to marked hyaline degenera- 
tion and obliterating sclerosis of arterioles with 
numerous areas of complete and incomplete necrosis. 

Ropert M.D. 


Henschen, F.: Encephalomalacia on a Tuberculous 
Basis. Acta med. Scand., 1932, Supp. |. p. 30. 


The author reports the results of his observations 
in cases of malacia and hemorrhage of tuberculous 
origin in the brain substance. He believes that 
vascular changes occur extremely often in tubercu- 
lous meningitis, and that these changes, whether 
they are arterial, venous, or both, determine to a 
certain extent the changes in the cerebral substance 
and the meninges. 

He gives a detailed description of the histo- 
pathological changes occurring in the vascular sys- 
tem of the brain in cases of tuberculous infection. 
The arterial changes begin with a periarteritis. This 
may progress to arteritis or panarteritis, terminating 
in rupture of the vessels and haemorrhage or occlu- 
sion of the arterial passages with resulting focal 
lesions. The veins are found to suffer from a pan- 
phlebitis which may easily lead to obliteration of the 
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vascular passage and thus to the occurrence of 
necrosis in a local region of the brain. The author 
calls attention also to cases in which focal symptoms 
precede or introduce the meningeal symptoms or 
appear without the development of meningeal symp- 
toms. In such cases circumscribed meningitis or 
arteritis of a tuberculous nature is found localized to 
a sulcus or a vessel. 

Henschen believes that the arterial and venous 
changes in tuberculous meningitis should receive 
more attention. Have Haven, M.D. 


Zajewloschin, M. N.: Actinomycosis of the Hy- 
pophysis Cerebri (Actinomykose der Hypophysis 
cerebri). Frankfurt. Zischr. f. Path., 1932, xliii, 335. 

A twenty-four-year-old man entered the hospital 
with the symptoms of diabetes insipidus. Luetic 
meningo-encephalitis was suspected. Autopsy dis- 
closed a caseous breaking down of the hypophysis 
with what at first appeared to be a tuberculous basal 
meningitis. Microscopic examination disclosed 
unexpectedly a typical actinomycosis of the hypo- 
physis and a purulent actinomycotic basal meningi- 
tis. Histological examination of the lungs, the left 
apex of which showed apparently a small cavity, 
revealed no definite evidence of actinomycosis. 
The portal of entry of the infection could not be 
determined. 

The only similar case which the author was able 
to find in the Russian literature was reported by 
Melnikowa-Raswedenkowa in 1927. 

R. MItTeRMAIER (H). 


Alpers, B. J., and Pancoast, H. K.: The Effect of 
Irradiation on Normal and Neoplastic Brain 
Tissue. Am. J. Cancer, 1933, xvii, 7. 


The authors report a study of seven brains which 
had been subjected to irradiation because of the 
presence within them of infiltrating tumors. They 
studied also twenty-two gliomata which had been 
irradiated and from which biopsies had been made 
both before and after the irradiation. Eight of the 
gliomata were medulloblastomata. In these tumors 
irradiation seemed to produce definite changes such 
as thickening of the blood vessels, patchy death of 
cells, an increase in the connective tissue stroma, and 
necrosis. ‘The degree of change did not seem to 
correspond exactly to the amount of irradiation. In 
two cases of ependymoma irradiation was followed 
by an increase in the connective tissue stroma, thick- 
ening of the vessel walls, an increase in the number 
of necrotic areas, and an accumulation of fat espe- 
cially around the blood vessels. Two oligodendro- 
gliomata and six spongioblastomata multiforme 
subjected to irradiation showed very few if any 
changes ascribable to the treatment. 

In the histological studies of the brains, the cere- 
bral tissue overlying the tumor and therefore known 
definitely to have been subjected to irradiation 
showed thickening of the blood vessels and scattered 
loss of ganglion cells which the authors attribute to 
the irradiation. Leo M. Davinorr, M.D. 
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Rich, A. R., and McCordock, H. A.: The Patho- 
genesis of Tuberculous Meningitis. 
Johns Hopkins Hosp., Balt., 1933, lii, 5. 

Acute diffuse tuberculous meningitis is charac- 
terized especially by exudative inflammation and a 
tendency toward widespread necrosis in the area of 
inflammation and the contiguous meningeal tissues, 
As tuberculous meningitis develops only in persons 
with an older sensitizing infection somewhere else 
in the body, it is proper to attribute these charac. 
teristics to allergy. The authors discuss the mech- 
anism by which tubercle bacilli are deposited in the 
meninges in numbers sufficient to call forth such a 
violent allergic reaction. They present experimental 
and morphological evidence demonstrating that 
diffuse tuberculous meningitis is not a direct and 
immediate result of hematogenous infection of the 
meninges as is commonly supposed. 

Their experiments were carried out on rabhits and 
guinea pigs. Fifty-four animals, half of which were 
allergic, failed to show a diffuse exudative meningitis 
following the direct intravascular injection of a 
large number of tubercle bacilli. Circulating bacilli 
apparently do not tend to stop in the meninges in 
numbers sufficient to cause that type of reaction. 
As there are many clinical cases of extreme gener- 
alized miliary tuberculosis without meningitis, the 
authors conclude that this must be true also in 
human beings. 

In another series of experiments the meninges of 
twenty-four similar animals, half of which were 
allergic, were directly infected with tubercle bacilli 
by way of the optic foramen and the animals 
sacrificed at intervals ranging from forty-eight 
hours to twenty-five days after the injection. The 
chief difference noted between the effect on the 
meninges of the allergic animals and those of the 
control animals was the more prompt appearaice of 
definite exudative inflammatory lesions and necrosis 
in the former. Later, when the animals became 
allergic as the result of the infection, foci of necrosis 
laden with bacilli appeared in the cell accumulations 
and a second exudative inflammation appeared 
about these foci as bacilli were discharged from 
them into the then allergic adjacent meninges. The 
character of the lesions in the originally allergic 
animals and in the animals rendered allergic by the 
infection had all of the distinctive characteristics ot 
tuberculous meningitis in man. 

In the experimental animals in which the meninges 
on the convex surface of the brain were iniected 
directly, there developed ependymal tu /vercles 
similar to those which regularly roughen th lining 
of the ventricles in man. As the flow of the cer- 
ebrospinal fluid is outward, it has been thoug!it that 
these represent vascular seeding from the «horoid 
plexus. The authors believe that this diffusion-like 
movement of the cerebrospinal fluid does not )»revent 
a retrograde passage of particulate maticr. The 
occurrence of extreme degrees of miliary tu! rerculosis 
without ventricular or meningeal infection is ev 
dence that bacilli do not tend to pass readily from 
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the blood through the choroid plexus into the 
cerebrospinal fluid. 

The authors conclude from their experiments that 
the immediate hematogenous origin of tuberculous 
meningitis is doubtful and that the condition prob- 
ably has its origin in an older adjacent focus which 
infects the meninges by discharging bacilli into them 
directly. It is obvious that such foci might be 
situated in: (1) the bones which enclose the central 
nervous system, (2) the meninges themselves, and 
(3) the substance of the brain. Of eighty-two cases 
of tuberculous meningitis in which a search was 
made for local older tuberculous foci communicating 
with the meninges or ventricles, the authors found 
such foci in the adjacent bones, the substance of the 
brain or spinal cord, or the meninges in seventy- 
seven. In the five cases in which they failed to 
find the discharging foci the material for study was 
incomplete. In all except two of the seventy-seven 
cases the demonstrated source of the diffuse menin- 
gitis was in the substance of the central nervous 
system or the meninges. RosBert ZoLLINGER, M.D. 


Elsberg, C. A., Hare, C. C., and Dyke, C. G.: Uni- 
lateral Exophthalmos in Intracranial Tumors, 
with Special Reference to Its Occurrence in the 
Meningiomata. Surg.,Gynec. & Obst., 1932, lv, 681. 


The frequency with which meningeal growths 
with large hyperostoses in the anterior part of the 
skull cause the protrusion of one eyeball is so great 
that one is apt to think only of meningioma when 
examining a patient with unilateral exophthalmos. 

In all of the authors’ cases the growth lay in the 
anterior or middle cranial fosse or both. The greater 
frequency of the condition on the left side in females 
and on the right side in males is of interest. In most 
of the cases reported in the literature and in all of the 
authors’ cases in which the tumor was limited to the 
anterior cranial fossa there were marked bony 
changes or the tumor occupied space in the orbital 
cavity. A tumor which does not extend beyond the 
limits of the anterior cranial fossa and has not 
caused erosion or some other change in the roof or 
walls of the orbit or a localized increase of pressure 
in the homolateral middle fossa cannot cause a dis- 
location of the orbital contents. The veins which 
drain the orbit, the muscles which move the eyeball, 
and the nerves which innervate the ocular muscles 
lie in the middle cranial fossa and are not involved 
by a neoplasm in the anterior fossa unless it has 
encroached upon, or has caused a localized increase 
ol pressure in, the middle cranial fossa. 

_ Itis not necessary for the neoplasm itself to extend 
lorward into the orbit by eroding the bone or passing 
through the superior orbital fissure. The hyper- 
ostosis on the floor of the skull associated with a 
meningioma may produce the exophthalmos as the 
result of thickening of some part of the orbital walls. 
tis doubtful if an increase in pressure in the middle 
tranial fossa can produce suflicient venous stasis 
within the orbit to cause marked protrusion of the 
eyeball. The authors believe that the rise of pressure 
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is transmitted to the orbital contents through the 
superior orbital fissure, and that the exophthalmos 
results from the effect of this increase upon the con- 
tents of the orbit. 

In many of the authors’ cases the protrusion of the 
eyeball had been present for a long time—from four 
to ten years or longer. The cases could be divided 
clinically into the following groups: 

1. Those in which the only complaints were refer- 
able to the changed position of the eveball and the 
deformity caused by a cranial hyperostosis or bony 
swelling in the frontal region. Except for the bony 
swelling and the proptosis, examination failed to 
show any neurological disturbances. 

2. Those with increasing exophthalmos and per- 
haps a visible hyperostosis for a long period followed 
by symptoms such as failing vision, convulsive 
seizures, headache, and other signs of increasing 
pressure. 

3. Those with a history of slowly progressive en- 
largement of the bone in one frontal region with 
unilateral exophthalmos followed by symptoms and 
signs of increased intracranial pressure. 

ANTHONY F. Sava, M.D. 


Fay, T.: Atypical Facial Neuralgia, a Syndrome of 
Vascular Pain. Ann. Otol., Rhinol. & Laryngol., 
1932, xli, 1030. 

Observations were made on patients to determine 
the nature of the atypical facial neuralgias which 
cannot be classified as true trigeminal neuralgia. 
The patients usually complained of a dull, aching, 
throbbing pain situated deep in the eye and molar 
region and directed toward the ear. Occasionally the 
pain was referred to the back of the neck, behind the 
ear, or the lateral aspect of the neck, and in some 
cases it radiated to the shoulder and into the axilla. 
In true trigeminal neuralgia there are sharp, shoot- 
ing, flashes of burning, electrical pain, while in the 
atypical neuralgias the pain is deep, dull, aching, 
throbbing, and boring. Information was obtained 
from cases of carcinoma involving the floor of the 
mouth, the pharynx, and the upper portion of the 
neck in which the author sectioned various neurolog- 
ical pathways. 

Following destruction of the trigeminus, glosso- 
pharyngeus, and upper cervical roots, there fre- 
quently remained, in spite of total superficial 
anesthesia demonstrable over the face and neck, a 
dull, throbbing pain referred to the field of the large 
vascular branches. Stimulation with the faradic 
current about the bifurcation of the carotid produced 
extreme pain which was referred to the tongue, the 
upper and lower jaws, the face, the region of the 
orbit, the temporal region, the occipital area, the 
depths of the eye and head, and the throat. De- 
struction of the cervical sympathetic chain above, 
below the superior cervical ganglion, did not destroy 
the sensitivity of the vessels or obliterate the vascu- 
lar type of pain. Denudation of the common carotid 
decreased the sensitivity of the vessels to pain and 
resulted in symptomatic relief. To be effectual, 


f 
| 
Il. 

of 
ns 
se 

he 
tal 3 
lat 
itis 
on. 
: 
: 
of 
ere 
cilli 
lhe 
the 
the 
OsIS 
ions 
red 
the 
of 
nges 
cted 
rcles 
ning 
cer- 
that | 
yroid 
-like | 
vent 
The | 
losis | 
evi- | 
from 


398 


denudation of the carotid must include the bifurca- 
tion and the large branches arising from it. 

In a case of atypical facial neuralgia in which the 
author used a controlled spinal anesthesia, he found 
that pain was absent and tenderness upon pressure 
on the carotid was abolished when the anesthesia 
reached the first thoracic segment. This indicated 
that the pain fibers from the face follow the carotid 
arteries, the internal and external jugular veins, and 
other vascular structures, and enter the spinal cord 
in the upper three thoracic segments. It explained 
the degrees of relief obtained following removal of 
the second thoracic ganglion and operations on the in- 
ferior cervical and upper thoracic sympathetic chain. 
In a case in which the intracranial root of the vagus 
was sectioned all pain in the ear and pain referred to 
the throat as well as tenderness to deep pressure 
along the upper aspect of the vessels of the head and 
neck was abolished. In another case stimulation of 
the hypoglossal nerve produced pain referred to the 
tonsillar region, the base of the tongue, and the 
depths of the ear. This indicates that the hypo- 
glossal nerve carries pain fibers which it receives 
extracranially from the vagus. 

Fay concludes that atypical facial neuralgia is a 
vascular pain mechanism which is distinct from 
trigeminal and cervical neuralgias. He believes that 
pain of this type reaches the brain through branches 
given off by the vagus which associate themselves 
with the large cranial vessels and travel with the 
sympathetic branches to their fields of distribution. 
Fibers from the lower cervical and upper thoracic 
cord, by way of the carotid sheath, are important 
pathways for it, and become intermingled with the 
vagus group. In the origin of certain atypical 
neuralgias, local infections and inflammations about 
the head and neck may be important factors. Other 
atypical neuralgias may be caused by pain referred 
from lower levels which is due to thoracic and 
visceral diseases such as gall-bladder disease or dis- 
ease about the base of the neck. 

Fay distinguishes three types of pain in the struc- 
tures of the head, face, and neck: 

1. Superficial pain occurring by way of the 
trigeminal and cervical branches. 

2. A deep pain sense transmitted through the 
sensory branches and connections of the vagus nerve. 

3. Tenderness and deep pain along the arterial 
tree through the carotid sheath to the cervical 
thoracic cord. Ropert ZOLLINGER, M.D. 


SPINAL CORD AND ITS COVERINGS 


Winkelman, N. W., and Eckel, J. L.: Focal Lesions 
of the Spinal Cord Due to Vascular Disease. 
J. Am. M. Ass., 1932, xcix, 1919. 


The anterior and posterior spinal arteries arise at 
an acute angle from the vertebral arteries just prior 
to their fusion to form the basilar artery. Within a 
short distance of their origin the anterior spinal 
arteries anastomose to form a common branch and 
descend along the anterior surface of the cord to 
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about the level of the fifth cervical segment, where 
they are augmented by lateral branches from the 
deep cervical, intercostal, lumbar, and sacral vessels, 
The posterior vessels do not unite, but descend along 
the dorsal surface of the cord, receiving branches 
from the lateral spinal arteries. The deep cervical, 
intercostal, lumbar, and sacral arteries arise directly 
from the dorsal wall of the aorta, each vessel giving 
off a branch to the muscles of the back, from whicha 
branch enters the spinal canal through the inter- 
vertebral foramen and then divides, one branch go- 
ing to the anterior and another to the posterior 
spinal arteries. 

The importance of the origin of these vessels from 
the aorta is evident from the fact that a dissecting 
aneurism on the posterior aspect of the aorta can 
produce complete transverse softening of the cord 
by interfering with the intercostal vessels. It is 
possible that osteo-arthritis of the spine is dependent 
upon interference with this vascular supply «ue to 
narrowing of the openings in the aorta by sclerotic 
changes. The senile paraplegias are also probably 
related to disturbances in the blood supply through 
these vessels. 

The authors report a representative group of cases 
of the most common conditions due to vascular dis- 
ease of the spinal cord. These include apoplexy of 
the cord (hematomyelia), transverse myelomalacia, 
multiple vascular lesions of the cord, extradural car- 
cinoma with transverse myelomalacia, vascular 
syphilis of the cord with multiple areas of so/tening, 
and angioma of the cord. Vascular disease of the 
spinal cord may be produced by the conditions caus- 
ing pathological vascular changes in the brain, and 
its histological picture is similar to that of the brain 
lesions. The most common disease of the vessels oi 
the cord is the result of arteriosclerotic changes. 
Advanced vascular disease of the cord may be pres- 
ent without symptoms. The precipitating factor of 
a severe lesion may be an infectious or toxic process. 
Syphilis is a frequent cause of vascular disease. The 
authors discuss only changes in the cord resulting 
from changes in the blood vessels themselves. Cord 
lesions due to vascular disease are usually not bi- 
laterally symmetrical and may be small and scat- 
tered. They are found most frequently in the 
thoracic region, perhaps only because this region is 
longer than other segments of the cord. \{though 
the anterior vessel supplies practically three-quar- 
ters of the cord, it is impossible to produce « com- 
plete transverse lesion by occluding either the 
anterior or the posterior spinal arteries alone. Such 
a lesion probably requires occlusion of bot) inter- 
costal vessels at their origin from the aorta 

Thrombosis of the anterior spinal artery 1s 4 
fairly frequent diagnosis, but in the autopsies at the 
Philadelphia General Hospital it has been veritied in 
only one instance. In the cases of older men with an 
acute transverse lesion of the spinal cord one of the 
possibilities to be considered in the diagnosis 
metastatic carcinoma of the prostate. \aricosities 
are a rare cause of spinal cord lesions. As a rule the} 
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are not diagnosed before operation, but their pres- 
ence may be suggested by the presence of angiomata 
or nevi on the skin. E. S. Pratt, M.D. 


Schroeder, A. H.: Cholesteatoma of the Spinal 
Cord (Colesteatoma medular). An. Fac. de med., 
Univ. de Montevideo, 1932, xvii, 591. 

The author reports in detail the case of a woman 
thirty-five years old who was operated upon for a 
tumor of the spinal cord. Lipiodol injected as an aid 
in the diagnosis was partially arrested at the sixth 
dorsal vertebra. The clinical manifestations sug- 
gested that the tumor was located at the level of the 
eleventh dorsal vertebra or the second lumbar 
metamere. Exploration in the latter region disclosed 
a circumscribed tumor mass on the cord filling the 
subdural space and compressing the cord. Removal 
of the neoplasm was followed by uneventful recovery. 

Pathological study showed the tumor to be a 
cholesteatoma of the type described by Cruveilhier 
as a “tumeur perlée.”” The author concludes that 
the discrepancy between the clinical indications of 
the level of the lesion and the partial block of the 
lipiodol was due either to faulty technique in the 
injection or the presence of a local arachnoiditis at 
the level of the sixth dorsal vertebra coincident with 
or related to the tumor. Hae Haven, M.D. 


PERIPHERAL NERVES 


Krabbe, K. H., and Ellermann, M.: 
Paresthetica (Meralgia parestesica). 
internaz. di clin. e terap., 1932, xiii, 1092. 


Meralgia paresthetica is a neuritis of the lateral 

femoral cutaneous nerve. This nerve, which is 
purely sensory, arises from the second and third 
lumbar roots and occasionally also from the first. 
From its points of origin it runs obliquely downward 
through the substance of the psoas muscle, enters 
and traverses the pelvis between the iliacus muscle 
and the iliac fascia, leaves the pelvis by passing 
under Poupart’s ligament a little medially to the 
anterosuperior iliac spine, and runs down the thigh 
ina small canal formed by a reduplication of the 
fascia lata. At a point about 4 cm. below Poupart’s 
ligament it pierces the superficial layer of the canal 
and divides into two branches, an anterior branch 
which supplies the lateral part of the anterior surface 
of the thigh, and a posterior branch for the lateral 
part of the posterior surface of the thigh. 
The parts of the nerve which cross Poupart’s 
ligament and traverse the fascia lata are the parts 
with least resistance. It is possible that meralgia 
parasthetica originates at these points. In acute 
abdominal conditions the intra-abdominal parts of 
the nerve may be injured. 

Neuritis of the lateral femoral cutaneous nerve is 
usually unilateral. When it is bilateral one side is 
more atlected than the other. The most conspicuous 
‘ymptoms are paresthesias or pains of varying 
intensity. Some patients complain of pruritus, 
‘ormication, or a “pin and needles” sensation on the 
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lateral part of the thigh. Others suffer with violent 
or lancinating pains. Still others show the charac- 
teristic symptoms of dysbasia angiosclerotica—pain so 
severe as to prevent walking. An objective sensory 
sign is anesthesia or analgesia limited to the external 
part of the thigh. In some cases this may be replaced 
by, or added to, a tactile hyperesthesia. 

Fifteen cases of meralgia parwsthetica are reported. 
Among the causes were chronic encephalitis com- 
bined with alcoholism, alcoholism alone, syphilis, 
abdominal cancer, trauma, traumatic spondylitis of 
the fourth and fifth lumbar vertebra, non-traumatic 
spondylitis, and phlebitis of the lower extremities. 
In some cases the condition accompanied sciatica 
(interstitial neuritis) and in some it was of the 
cryptogenic type. 

The authors believe that meralgia hyperesthetica 
is more common than is generally supposed, and 
that as a rule the prognosis is good. The treatment 
should be directed to the cause. Massage and elec- 
trical therapy are useless. Meralgia parasthetica is 
usually a self-limited disease. For obstinate cases 
some surgeons advocate opening the canal on the 
thigh through which the nerve runs. 

Davip Joun Impastato, M.D. 


Collier, J.: Peripheral Neuritis. Edinburgh M. J., 
1932, XXXix, 601, 672, 697. 

The present-day concept of peripheral neuritis 
began with Graves when, in describing the Paris 
epidemic of the condition in 1828, he said: “This 
was one of the most remarkable examples of disease 
of the nervous system, commencing in the extremi- 
ties and having no connections with lesions of the 
brain or spinal cord.’ Later, Todd, in a lecture on 
lead paralysis, said: “I believe that the muscles and 
nerves are early affected and that at a later period 
the nerve centers become implicated. The nervous 
system is thus first affected at its periphery and in 
the nerve terminals, and the poisonous influence, 
continuing the contamination, gradully ascends 
toward the center.’’ ‘Todd’s ideas heralded the 
theory of the toxic origin of peripheral neuritis and 
involvement of the whole neuron and almost 
suggested the theory of entrance of the poison by 
the peripheral end-organ and the axonic ascent 
which has become generally accepted only during 
the past few years. 

In 1859, Landry, in accounting for his cases of 
rapid and complete recovery from acute ascending 
paralysis, concluded that this paralysis develops 
without structural change such as wallerian de- 
generation. Later the theory was advanced that the 
noxious influence causes at first only a physiological 
abrogation of function without structural change, 
but if it is too overwhelming in its intensity and too 
long lasting it may cause degeneration and even 
death of the nerve elements. 

In 1881, Stewart called the condition ‘‘multiple 
symmetrical peripheral neuritis.”’ Later it was called 
‘““polyneuritis,”’ a name by which it is still known 
today. For some years following Stewart’s work 
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peripheral neuritis was attributed to a poison cir- 
culating in the blood which was taken into the body 
by ingestion or formed within the body by infection. 
According to this theory, the poison affects the 
periphery of the longest nerves first and most 
severely because the nutritional influence of the 
nerve cell and its nucleus is lowest at the most dis- 
tant part of the nerve fiber. It was believed that as 
the concentration of the poisoning agent and the 
duration and depth of its influence increased, the 
damage extended to the shorter nerves. The his- 
tological changes were held to be identical with 
those of wallerian degeneration—initial breaking up 
of the myelin sheath, a nuclear increase, disintegra- 
tion of the axis cylinder, and ultimate scarring or 
regeneration. 

To explain paralysis of varying distribution 
produced by different poisons and by the same poi- 
son, such, for example, as paralysis of the upper arm, 
paralysis with wrist-drop, paralysis of the intrinsic 
muscles of the hand in lead poisoning, and the 
frequent involvement of the ciliary muscle by 
diphtheria, the assumption of a_ physiological 
affinity of the poison for certain regions was necessary, 

In 1879 Loffroy suggested the term “paren- 
chymatous neuritis” for this group of conditions to 
contrast and separate them from neuritis in which 
the changes occur primarily in the interstitial 
connective tissue and the nerve fibers either remain 
intact or become disturbed only secondarily or late. 
For the latter, of which sciatica is the best example, 
the term “interstitial neuritis’? came into use. The 
author argues that there is essentially no distinct 
separation between the two types; that while there 
is a wide separation between the extremes of periph- 
eral neuritis in which the trouble is purely axonic, 
as in the paralyses of diphtheria and lead poisoning, 
and the extremes of interstitial neuritis in which the 
disturbance is purely interstitial, as in sciatica, all 
combinations of the two conditions are of frequent 
occurrence and due to one and the same cause. 

Collier is of the opinion also that acute and 
widespread perivascular and general lymphocytic 
inflammation is common in many forms of typical 
peripheral neuritis and especially in the varieties of 
unknown cause. He suggests that the pain and 
tenderness of the nerve and muscle in peripheral 
neuritis are due entirely to interstitial lesions of the 
nerve trunk and muscles and that pain does not 
occur in peripheral neuritis in which the lesion is 
purely neuronic, as, for example, in diphtherial, 
tetanic, and lead paralysis, even though the sensory 
neurones may be severely affected. 

In 1893 Korsakoff called attention to the incidence 
of peculiar cerebral disturbances, ‘“polyneuritic 
psychoses,” in peripheral neuritis caused by alcohol, 
arsenic, and other toxins. He thereby introduced 
the theory of vulnerability of the highest nerve 
elements of the brain to agents causing peripheral 
neuritis. Recent histological methods have brought 
to light conspicuous changes in the lower neurons 
and in the posterior columns of the cord in peripheral 
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neuritis. These findings suggest the possibility that 
the pathological changes are not peripheral but may 
be a general effect upon the neuron as a whole 
which is manifested first and most markedly in the 
outlying parts of the neuron, namely, the periphery 
of the axon and dendrites. 

The recent work of Pasteur and Roux, Walshe. 
Hurst, and others has proved the axonic invasion 
of the nervous system by toxins and viruses. It js 
now believed that the nervous system is well 
protected against noxious agents, poisons, exotoxines 
(diphtheria, tetanus), and viruses, especially where 
its elements are sheathed or are enclosed in « fatty 
white substance. It is less invulnerable when the 
nerve fiber loses its sheath, and is most api to be 
injured at the peripheral end-organ and where the 
axon is exposed to injury. Therefore, while jeriph- 
eral neuritis may be due to a poison in the blood, the 
poison reaches the nervous system by axonic ascent 
from the peripheral end-organs. In some cases the 
dendrites in the brain are portals of entry. 

Viruses play an important part in the causation 
of peripheral neuritis. They gain access to the 
nervous system by a purely axonic route and usually 
enter by the olfactory nerve terminals in the upper 
meatus of the nose. On reaching the nervous system, 
a virus travels by a purely neuronic route and ata 
rate which can be accurately measured. It crosses 
the synapses between the neurons with ease and 
sometimes follows the anatomical tracts. In mon- 
keys in which poliomyelitis virus has been inoculated 
in the left nostril, the virus is found successively in 
the left olfactory tract, left cerebral hemisphere, 
left pyramidal tract, the decussation of the pyra- 
mids, and the right pyramidal tract of the cord as 
far as the lumbar region, where it causes its most 
marked destruction. The paralysis develops first in 
the right leg. In its passage to the site at which itis 
most destructive the virus does not produce any 
conspicuous lesions or any disturbance of |unction 
and does not multiply, but when it arrives at its 
destination it causes the most rapid neuronic death 
and intense inflammatory reaction and it multiples 
rapidly. Thereafter it spreads and is apt to traverse 
every nerve filament in the body, causing «in inter- 
stitial neuritis and leaving inclusion bodies in all 
attacked nerve cells which have survived. These 
inclusion bodies are small balls of encyste:! virus. 
It is held that some of the viruses distributed 
throughout the nervous system may remiin alive 
and cause no disturbance for long periods: of time 
until an event such as exposure to cold or injury 
suddenly determines the appearance of a lesion. The 
interstitial nerve lesion and the extra-nerve lesion 
in herpes zoster may have several situations. They 
may occur in the posterior horn of the gray matter, 
giving rise to long-continued pain; in thc dorsal 
root ganglion, causing loss of sensibility; in the 
ventral root, causing paralysis; and in the extra- 
neural skin, causing the characteristic eruption. 
The remarkable skin lesion is not secondary to 4 
lesion of the dorsal ganglion cells. It is the efiect 
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upon the skin of a locally delivered dose of herpetic 
virus coming centrifugally along the affected nerves. 
In cases of fully developed zoster lesions of the fifth 
cervical segment, for example, there will be pain, 
loss of sensibility in the area supplied by the fifth 
cervical nerve, flaccid paralysis of the muscles sup- 
plied by the fifth cervical nerve, arthritis of the 
shoulder, and a vesicular rash over the area supplied 
by the fifth cervical nerve. In cases not fully devel- 
oped there may be only one or two of these mani- 
festations. Thus some cases may show only the 
herpes or only a flaccid paralysis. Facial paralysis 
seems sometimes to be due to virus infection. 

Qi the types of peripheral neuritis of known 
causation, the author discusses at some length 
those due to diabetes, the combined sclerosis of 
pernicious anemia, syringomyelia, and diphtheria. 
He states that the most common cause of recurring 
peripheral neuritis seems to be chronic diphtherial 
infection. In some of the neurological sydromes of 
pernicious anawmia the peripheral nerves are un- 
doubtedly affected. These are the cases showing 
neurological improvement after liver therapy. The 
four common neurological syndromes caused by 
diabetes are: (1) interstitial neuritis evidenced by 
lumbago, sciatica, and similar symptoms; (2) rapid 
and painless paralysis of one or more of the large 
nerve trunks; (3) paralysis of the oculomotor nerves; 
and (4) general peripheral neuritis manifested, in its 
mildest form, by loss of jerks, and in its severe 
forms, by motor and sensory phenomena. 

Two types of peripheral neuritis of unknown 
origin which have recently become common are 
described. The first is a paraplegic peripheral 
neuritis with external ophthalmoplegia. This condi- 
tion is apyrexial, painless, and of rapid onset. The 
second type is a quadriplegia of rapid onset with 
facial paralysis and slight bulbar signs. Both types 
usually terminate in complete recovery. 

The interpretation of the spinal fluid findings is of 
some prognostic significance. In all of the author’s 
cases in which the spinal fluid was yellow or brown 
and in all of those in which the spinal fluid showed 
a high pleocytosis and a considerable number of 
polymorphonuclear leucocytes complete recovery 
resulted. In the severe and fatal cases the spinal 
uid showed either no change whatever or only a 
moderate increase of protein with a few mononu- 
clear cells. Davip Joun Impastato, M.D. 


SYMPATHETIC NERVES 


Danielopolu, D.: The Réle of the Sympathetic 
Nervous System in the Mechanism of Produc- 
tion of Paroxysmal Syndromes. Principles of 
Surgical Treatment of These Syndromes (Role 
du systéme nerveux végétatif dans le mécanisme de 
production des syndromes paroxystiques. Principes 
du traitement chirurgical de ces syndromes). 
Bruvelles-méd., 1932, xiii, 20. 


lhe author discusses angina pectoris, abdominal 
angina, intermittent claudication, paroxysmal tachy- 
cardia, the gastric crises of tabes, epilepsy, and 
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asthma as paroxysmal syndromes governed wholly 
or in part by the sympathetic nervous system. He 
states that while in general they have very different 
clinical manifestations, they are closely related in 
the mechanism of their production. All are depend- 
ent upon a predisposing factor which may be local 
or general or both, a determining factor which acts 
especially on a single organ or group of organs, and 
an amphoteric retlex vicious circle which acts pre- 
dominantly on one of the groups of organs. More- 
over, in all the end of the attack is brought about 
by a reverse mechanism, the predominance of an 
antagonistic group or exhaustion of the involved 
organ. The author hopes therefore to obtain results 
in these cases by preventing the vicious retlex circle 
by interrupting the centripetal pathways. 

In angina pectoris the operation which has given 
Danielopolu the best results consists of cervical 
sympathectomy not including the stellate ganglion 
but including the descending fibers of the vagus, the 
vertebral nerve, and section of the rami communi- 
cantes of the stellate ganglion. 

For abdominal angina and the gastric crises of 
tabes the author proposes extirpation of the solar 
plexus. 

For cases of epilepsy in which surgery on the 
sympathetic nervous system is indicated he suggests 
sinocarotid neurectomy with section of a large num- 
ber of the centripetal fibers (by cervical sympathec- 
tomy leaving the stellate ganglion intact) and sec- 
tion of the vertebral nerve, the rami communicantes 
of the stellate ganglion, and the branches of the 
vagus which enter the thorax vertically. 

For asthma he proposes the performance, on the 
right side, of resection of the cervical sympathetic 
without the stellate ganglion, section of the rami 
communicantes of the stellate ganglion, the verte- 
bral nerve, and the fibers of the cervical vagus en- 
tering the thorax, and section of the vagus trunk be- 
low the recurrent nerve. If this is insutiicient, he 
would carry out the same procedure on the left side 
without sectioning the vagus. 

The author states that as the intensity of the re- 
flex depends in part upon the number of centripetal 
fibers which are functioning the greater the number 
of centripetal fibers interrupted the less intense the 
reflex and the greater the chance of preventing the 
attack. The author emphasizes the importance of 
the following rules in the surgical treatment of the 
conditions under consideration: 

1. Section as many centripetal fibers as possible. 

2. Do not disturb any nerve formation which car- 
ries fibers of importance for the function of the 
organ. 

In conclusion Danielopolu says that in surgery of 
the sympathetic system the complexity of the course 
of the centripetal and centrifugal fibers and of the 
reflexes produced, the mixture of centripetal and 
centrifugal fibers in the nerves resected, and the 
variability of the sympathetic nerves necessitate the 
collaboration of the physiologist, physician, and 
surgeon. Hate Haven, M.D. 
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Chiasserini, A., and Pepi, O.: Our Experience in 
the Treatment of Trophovascular Disturbances 
and Certain Painful Syndromes of the Extrem- 
ities by Resection of the Thoracocervical and 
Lumbar Sympathetic Chains (La nostra esperi- 
enza sulla terapia dei disturbi trofico-vascolari e di 
alcune sindromi dolorose degli arte con la resezione 
della catene laterale del simpatico toraco-cervicale 
e lombare). Policlin., Rome, 1932, xxxix, sez. chir. 
657. 

Undoubtedly the most important factor in the 
mechanism of production of the many symptoms in 
states of vascular insufficiency is anatomical oc- 
clusion of one or more arteries. Often, however, the 
structural changes found in the blood vessels are in- 
sullicient to explain the symptoms completely and 
other factors, especially vasospasm, must be con- 
sidered. 

In the production of vasospasm, alterations in the 
parietal innervation of the vessels play a major 
part. Attempts to interrupt this parietal innerva- 
tion by operations on peripheral sympathetic rami- 
fications have given variable and temporary results. 
More satisfactory and lasting results have been ob- 
tained by operations on the rami communicantes and 
the sympathetic ganglia. 

After sympathetic chain resection in thirty-seven 
cases, the authors found the following physiopatho- 
logical changes: hyperthermia; an increase in the 
temperature of the skin; an increase in the blood 
pressure and the oscillometric index in cases in 
which they were not totally suppressed before the 
operation; abolition of spontaneous perspiration and 
of the pilomotor reflex; dilatation and an increase 
in the number of the capillaries; and in cases of 
cervicodorsal sympathectomy, in addition, Horner’s 
syndrome, bulbar and conjunctival hyperemia, and 
an increase in the secretion of tears. 

The thirty-seven cases included conditions such as 
physiopathological disturbances of the upper extrem- 
ity (coldness and cyanosis following an electrical 
burn); Raynaud’s disease; varicose and postphlebitic 
ulcers; thrombo-angiitis obliterans; trophic ulcers 
of the feet with ischemia, acrocyanosis, or pain; 
ischemia of the feet with gangrene, pain, or inter- 
— claudication; and painful syndromes of the 

eet. 

Before operation, the vasospastic component in 
these states of vascular insufliciency was determined 
chiefly by the methods of Brown and Morton. The 
intravenous injection of bacterial vaccines by 
Brown’s method caused a rise in the general as well 
as the local temperature. In cases in which the vaso- 
spastic component was dominant, the rise in the 
local cutaneous temperature ranged from 2 to 8 
degrees C., whereas in cases in which the structural 
component was dominant it ranged from zero to 
1.2 degrees C. Spinal anesthesia induced by Mor- 
ton’s method produced a rise in the local temperature 
which closely paralleled that produced by artificial 
pyrexia. 

The circulatory changes resulting from the sym- 
pathetic resections alleviated or completely abolished 
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the pain, intermittent claudication, and trophic dis. 
turbances. The best results were obtained in cases 
in which the vasospastic component was dominant, 
However, even in cases in which the structural! com. 
ponent was marked, some amelioration of the con- 
dition resulted. 

The article contains protocols of the thirty-seven 
cases reviewed and a description of the techniques 
of the operations. Davip Joun Impastato, \I.D, 


MISCELLANEOUS 


Learmonth, J. R., Montgomery, H., and Coun- 
seller, V. S.: Resection of Sensory Nerves of 
the Perineum in Certain Irritative Conditions 
of the External Genitalia. Arch. Sury, 133, 
XXVi, 50. 

The efficacy of neurectomy of sensory nerves in 
the treatment of certain irritative lesions of the 
female external genitalia is considered. ‘he in- 
tolerable itching which may be associated with such 
conditions as kraurosis, leukoplakic vulvitis, and 
pruritus of the vulva with or without licheni ication 
is often particularly resistant to local medication, 
whether this consists in the application of drugs or 
exposure of the region to roentgen or actinic rays. 
Two surgical procedures are available for the treat- 
ment of these conditions: vulvectomy ani section 
of the sensory nerves to the parts. 

The step preliminary to the resection may consist 
in finding the trunk of the pudic nerve and tracing 
it peripherally to the desired branches, or tinding 
certain peripheral branches and tracing them 
proximally to the terminal branches of the trunk. 
In the author’s experience the second method has 
proved satisfactory. 

The patient is placed in an exaggerated lit hotomy 
position and the parts are prepared. The incision 
varies in length from 7.5 to 10 cm. It is placed 
parallel to and about 3 cm. from the rami of the 
ischium and pubis, about five-sixths of it being 
anterior to the anus. It is deepened by |)unt dis- 
section until the posterior border of the superticial 
transverse muscle is reached. The superfici«! perineal 
packet of vessels and nerves is then isolated as it 
turns forward around the muscle. It is not unusual 
for this packet to contain only the inner o! the two 
labial nerves. When this is the case tle outer 
labial nerve should be sought as it turns around the 
border of the muscle. The authors have found it o! 
no advantage to attempt to preserve the smill 
arteries and veins in the packet. They are «ivided 
between two clamps. The outer nerves in ‘lie grasp 
of the distal clamp are then traced distaily in an 
attempt to find their anastomosis with the pudendal 
branch of the small sciatic nerve. If the ‘atter!s 
reached it is divided and its distal portion ‘+ twisted 
out. If it is not reached, the labial ne:ves and 
vessels are ligated as far forward as po-sible oF 
twisted out, and the tissues thus isolated are 
removed. The nerves in the grasp of the proximal 
clamp are then traced proximally until th: perineal 
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branch of the pudic nerve is reached. The twigs of 
this nerve that run to the anal region are carefully 
safeguarded. If it is necessary to denervate the 
skin of this area, each terminal twig must be 
tweaked. Only the twigs that depress the skin 
when tweaked are to be resected. After ligation of 
any vessels, the branches between the perineal 
nerve and the proximal clamp are removed. 

If the dorsal nerve of the clitoris is to be resected, 
it may be found deep to the pudic artery by following 
the perineal nerve toward the pudic trunk on the 
surface of the obturator internus muscle. If the 
pudic nerve has been divided in the posterior part 
of its course, the dorsal nerve of the clitoris may be 
sought directly in Alcock’s canal. 

If it is impracticable to isolate the pudendal 
branch of the small sciatic nerve in front, an attempt 
may be made to find the branch as it approaches the 
perineum. 
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The deep layers of the wound are then approx- 
imated by a few points of catgut and the incision in 
the skin is closed. The authors have not found it 
necessary to employ drainage. A similar procedure 
is carried out on the other side. The postoperative 
treatment does not differ from that of any other 
operation on the perineum. 

The operation is usually followed by immediate 
cure of the pruritus. In only one of the cases 
reviewed by the authors did it fail to give this 
result. It appears to be well borne. 

The authors believe that neurectomy may well 
be offered to patients suffering from irritative con- 
ditions of the vulva unless there is a suspicion of 
malignant change, when vulvectomy is the only 
procedure to be considered, and unless the patient is 
so fat that identification of the various nerves would 
be tedious and perhaps uncertain, when vulvectomy 
would be the quickest solution of the problem. 
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CHEST WALL AND BREAST 


Wevill, L. B.: Malignant Disease of the Breast. A 
Statistical Survey of 1,000 Case Records. /din- 
burgh M.J., 1932, XXxix, 714. 

This report is based on the clinical records of 
cases treated in the Royal Infirmary of Edinburgh 
for Malignant Disease of the Breast in the period 
from 1905 to 1931. The author draws the following 
conclusions: 

The average age of patients with carcinoma of 
the breast is fifty-three years, but as compared with 
the normal population women fifty-nine years old 
develop the condition most frequently. The disease 
occurs equally often in both breasts. It is rather 
more common in unmarried than in married women. 
In by far the great majority of cases the first indica- 
tion of the disease is the formation of a lump in the 
breast. The average duration of the lump before 
the patient presents herself for treatment is about 
fourteen months. There is nothing to suggest that 
patients seek advice any earlier at any particular 
age period or that they are presenting themselves 
any earlier for treatment now than previously. 
There is no evidence to show that the length of 
time the lump has been present is of definite prog- 
nostic significance. Pain is of singularly little 


importance as a diagnostic feature and in most 
cases occurs after the development of the lump. 
The most common situation of carcinoma of the 


breast is the upper lateral quadrant. Next in 
frequency is a central site deep to the nipple. Ina 
large number of cases the disease is well established 
by the time the patient seeks treatment. The growth 
has become fixed, and in many cases the skin is 
already involved. The most common change in the 
nipple is retraction. Discharge and ulceration are 
much less common. 

A correct diagnosis of the state of the lymph 
glands can be made only by careful histological 
examination. Both the findings of clinical examina- 
tion and the appearance of the glands at the time of 
operation may be misleading. In the majority of 
cases in which a microscopic examination is made, 
involvement of the lymph glands is found. 

The family history does not appear to be of any 
significance as regards the subsequent development 
of carcinoma. 

The average mortality of radical excision is 
approximately 4 per cent. 

The majority of recurrences develop within three 
years after operation. In a series of unselected 
cases the highest incidence of cure to be hoped for 
is 30 per cent. The most common site of recurrence 
is the neighborhood of the original operation. The 
second most common site is the mediastinum, and 


the third the abdomen. Bone involvement occurs 
most often in the vertebral column. 
Karu O. LAtTrMer, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Dufourt, A., Etienne-Martin, P., and Faure, J,: 
Dilatation of the Bronchi in Pulmonary ‘l'uber- 
culosis (Les dilatations des bronches dans |. tuber 
culose pulmonaire). Arch. med.-chir, de appar 
res pir., 1932, Vl, 310. 

In 1878, Grancher claimed that tuberculosis is 
one of the chief factors in the production of bronchi 
ectasis. Grancher, Barbier, and Halbron recognized 
two processes in the course of pulmonary tubercu- 
losis which may give rise to bronchial dilatations: 
lesions in the bronchi themselves, and retraction and 
distortion of the bronchial walls by neighboring scar 
tissue in the lung. Halbron preduced pulmonary 
tuberculosis with bronchial dilatations in rabbits and 
guinea pigs. In 1907, Thirloix and Debré obtained 
bronchiectasis in the guinea pig following the pro- 
duction of chronic lung lesions with stapiylococci. 
After the introduction of the use of iodized vil by 
Sicard and Forestier, the occurrence of bronchial 
dilatations in pulmonary tuberculosis was proved. 

Bernard distinguishes three types of bronchial 
dilatations: (1) those consecutive to congestive and 
pneumonic lesions in acute and subacute tubercu- 
losis; (2) those occurring in fibrous and chronic 
ulcerocaseous tuberculosis; and (3) those occurring 
in chronic fibrous phthisis. 

In roentgenograms, bronchiectases are aj to be 
found in the most obscure zones. The triangular 
shadow alongside the heart on the right side which 
suggests a mediastinal pleurisy may be ‘ue to 
sclerosis surrounded by bronchial dilatations 

Bronchial dilatations are formed in all oi the 
stages of the cycle of tuberculous infection o! 
the lung. Sometimes the lung tissue bet\cen the 
glands at the hilus and the primary focus is the 
site of a peribronchial fibrous reaction which sur 
rounds the bronchi and causes bronchial! «i/atation 
secondarily. However, it is in the areas of ung that 
remain hepatized for months that the largest 
bronchial dilatations occur. In ordinary -chronic 
fibrocaseous tuberculosis bronchial dilatations are 
seldom marked and are localized to a single |)ronchus 
or group of bronchioles. Such dilatations usuall) 
begin about nearby cavities. Bronchiectase- evelop 
also in local dense fibrotic lesions and in the tibrosis 
which follows artificial pneumothorax. in acute 
caseous tuberculosis they are rare as there 1s vl 
sufficient time for their formation. ; 

The authors report a number of cases al include 
roentgenograms. Frank B. Berry, M.D. 
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Coryllos, P. N.: The Present Status of Surgical 
Treatment in Pulmonary Tuberculosis. 1m. J/. 
Surg., 1932, XVM, 494. 

This article is based on experience in the tubercu- 
losis services of 2 hospitals with a total of about 
2,000 beds in which from 8 to 15 major operations 
are performed every week and several hundred 
cases of pneumothorax are constantly under obser- 
vation. 

The author is strongly impressed by the classifica- 
tion of tuberculosis suggested by Ornstein, Ulmar, 
and Dittler. According to this classification, pul- 
monary tuberculosis is of 4 types: (1) caseous 
pneumonic, (2) exudative, (3) exudative productive, 
and (4) chronic productive. 

The caseous pneumonic form corresponds to the 
ulcerocaseous or fibrotic forms described by others. 
It is characterized by caseation and the expulsion 
of the material sloughed out in the formation of 
cavities. 

The exudative form represents an intense allergic 
reaction in a hypersensitized lung due to a small 
superimposed tuberculous infection in a patient 
who is hypersensitive to the tubercle bacillus or its 
products. 

In the exudative productive form strands of scar 
tissue are left behind after absorption and healing 
of the ‘inflammatory process. 

The chronic proliferative or chronic productive 
form is little influenced by any type of treatment 
except in certain cases in which small cavities are 
present. 

Coryllos believes that surgical treatment should 
be limited to the caseous pneumonic form. The indi- 
cations vary according to the degree and location 
of the lesions, the patient’s resistance, and the 
presence or absence of pleural complications. 
serous fluid and even purulent tuberculous fluid 
iormed spontaneously or after artificial pneumo- 
thorax are not of great importance with regard to 
the operative indications, but mixed infection, espe- 
tially septic or anaérobic infection with or without 
internal or external fistula, has an influence on the 
treatment. 

In caseous pneumonic tuberculosis the aim of 
surgical treatment is collapse of pulmonary cavities. 
lhe methods of collapse therapy are artificial 
pneumothorax, phrenicectomy, intrapleural or ex- 
‘rapleural pneumolysis with or without plombage, 
and thoracoplasty. Other methods of treatment are 
pheumonostomy, opening and draining of incol- 
apsible cavities, and pneumonectomy, the surgical 
removal of the diseased portion of the tuberculous 
lung, 

The author describes the operative methods of 
obtaining collapse. With regard to pleural complica- 
tions he states that when serous fluid or purulent 
esudate containing only tubercle bacilli is present, 
‘epeated tappings should be avoided unless the 
tsudate threatens life because of its amount, as they 
‘re followed by external fistula and secondary infec- 


ion of the exudate by pyogenic bacteria. In the 
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author’s opinion, the treatment of choice for tuber- 
culous empyema is thoracoplastic collapse of the 
pleural cavity. However, in the presence of mixed 
infection following spontaneous pneumothorax or 
the formation of a fistula in the chest wall, this pro- 
cedure is contra-indicated. In some cases oleo- 


thorax with gomenol oil or the injection of dyes may’ 


be sufficient to check the infection. If these do not 
prove successful, the cavities should be washed out 
and drained, preferably by the closed method. 
When, after subsidence of the acute infection, the 
lung does not or should not be allowed to expand, 
thoracoplasty should be done. It should be per- 
formed in as many stages as the patient's condition 
indicates. In cases of putrid empyema, immediate 
drainage is indicated. The prognosis in septic cases 
is very serious. Putrid empyema is usually fatal. 

Early diagnosis of spontaneous pneumothorax is 
important. Asa rule it is possible from the clinical 
symptoms. The presence of a bronchial fistula may 
be determined by injecting gentian violet into the 
pleural cavity. In some cases it is difficult to arrive 
at a definite diagnosis of the presence of a pleuro- 
pulmonary communication. A method developed 
in the author’s service for this diagnosis consists in 
analysis of the gaseous contents of the pleural cav- 
itv. Whenever the oxygen is less than 2 per cent and 
the carbon dioxide more than 7 per cent, spon- 
taneous pneumothorax with a persistent bronchial 
fistula can be excluded. This method allows meas- 
urement of the air contained in the chest, and by 
successive readings during refilling, the determina- 
tion of the absorbing capacity of the pleural serosa 
for oxygen and carbon dioxide. 

The author believes that the treatment of pul- 
monary tuberculosis by mechanical means is solved, 
but that we must perfect our technique and devise 
some means by which the mortality will be de- 
creased and the operative indications enlarged. 

C. RopitsHek, M.D. 


Timpano, M.: Anterosuperior Mediastinal Hernia 
in Therapeutic Pneumothorax ([rnie medias- 
tiniche anteriori-superiori in pneumotorace  tera- 
peutico). Radiol. med., 1932, Xix, 1317. 

The author reports four cases of anterosuperior 
mediastinal hernia occurring in the course of thera- 
peutic pneumothorax. The case histories are sup- 
plemented by roentgenograms. In three of the cases 
the pneumothorax was unilateral and in one it was 
bilateral. 

Mediastinal hernia is rare and tends to become 
rarer as the technique of pneumothorax improves 
and the patients are kept under closer observation 
by roentgenoscopic examinations. The two points 
at which the mediastinum is most apt to yield are 
at the site of the thymus where, in the adult, the two 
folds of the pleura are almost in contact on account 
of atrophy of the thymus, and the postero-inferior 
segment of the mediastinum between the aorta and 
the cesophagus. Yielding at the site of the thymus, 
which generally occurs in young adults, being pre- 
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vented in young children by the presence of the 
thymus, gives rise to anterosuperior hernia. 

Probably the most important factor in the pro- 
duction of a mediastinal hernia is the decidedly 
positive pressure on the side of the pneumothorax. 
The immediate cause of the hernia may be an 
attack of coughing or a sudden movement which 
raises the pressure. A very low negative pressure 
on the other side and inflammation of the pleura 
may be contributory factors. A hernia may develop 
in either a fixed or a mobile mediastinum. 

Roentgen examination is of great importance in 
the diagnosis of mediastinal hernia, particularly of 
the small ones which often cause no objective 
symptoms and are very difficult to detect by physi- 
cal examination. The oblique and transverse pro- 
jections are of special value in determining the out- 
line and size of the sac, observing its relations to 
adjacent organs, and determining the point at 
which the mediastinum has yielded. 

When a mediastinal hernia is causing serious 
symptoms the pneumothorax air may be withdrawn. 
Otherwise the air should not be removed as its 
withdrawal may re-activate the tuberculous focus. 
Most mediastinal hernie do no serious harm. In 
three of the author’s cases the pneumothorax treat- 
ment was continued. In one, the pressure was 
slightly reduced. One of the patients died from 
tuberculosis. The treatment should be controlled 
by roentgen examination and manometric deter- 
minations. Auprey Goss Morean, M.D. 


Bernard, L., Poix, G., and Bocquet, A.: Late Re- 
sults of the Treatment of Pulmonary Tuber- 
culosis by Artificial Pneumothorax (Le tuber- 
culeux aprés sa guérison par le pneumothorax arti- 
ficiel). Presse méd., Par., 1932, xl, 1757. 

The authors report the results in 276 cases of pul- 
monary tuberculosis treated by artificial pneumo- 
thorax during the period from 1919 to 1926. Of the 
seventy-four of the patients who cannot be traced, 
34 were in such excellent condition at the time of 
their discharge that it is believed the majority are 
well at the present time. Ninety-four patients are 
dead or dying. The majority of the poor results were 
due to extension of the disease into the other lung. 
In many of the cases with poor results there were 
marked pleural adhesions which rendered collapse 
difficult. Fifteen patients were benefited by the 
treatment, but continue to show signs of activity of 
the disease. In the cases of nineteen patients the 
condition is apparently cured, but for some reason 
the pneumothorax is being continued. Seventy 
patients are clinically cured. 

The seventy clinically cured patients have been 
subjected to roentgen-ray study. The condition is 
regarded as cured only when the patient has main- 
tained or increased his weight, fever and cough are 
absent, and the sputum is free from tubercle bacilli. 
The physical signs and X-ray findings are often 
difficult to interpret. In the roentgenograms the 


lung fields may vary from clear to almost complete 
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opacity. The most common findings are retraction 
of the thoracic wall, increased obliquity of the ribs, 
narrowing of the intercostal spaces, a sharpened 
costovertebral angle, an apex lengthened with 
respect to its breadth, displacement of the medias. 
tinum toward the side of the pneumothorax, and 
an abnormal position of the trachea anterior, pos. 
terior, or lateral to the usual site. The diaphragm 
varies in shape, but usually has normal motion. 
Cases with a marked fluid reaction to the pneumo- 
thorax usually show a diminution in the trans. 
lucency of the lungs. Some of the cavities com- 
pletely disappeared. 

The authors conclude that the 70 persons with a 
clinical cure represent a great economic saving to 
the state. They point out that these patient: were 
given the treatment in its earliest days, when it was 
often offered to persons who had not been cured by 
sanatorium treatment. Today it is given in the 
earlier stages of the disease and more cures are to be 
expected from it. Joun W. Epon, 


Berry, F. B.: Tuberculous Pyopneumothorax with 
Pyogenic Infection. J. Thoracic Surg., 1032, ii, 
139. 

The author first reviews the history of pneumo- 
thorax. Up to the beginning of the nineteenth cen- 
tury, pneumothorax was considered to be usually a 
surgical condition due to trauma. Attention was 
first called to its importance from the medical stand- 
point and its frequent association with tuberculosis 
by Itard in 1803. Following Itard’s report and the 
work of Laennec, pyopneumothorax and its relation 
to tuberculosis were recognized and widely dis- 
cussed. At the end of the century the treatments 
advocated were: (1) aspiration, (2) aspiration and 
washing, (3) aspiration and the injection of n anti- 
septic, (4) thoracotomy, and (5) combinations o/ 
these procedures. After the introduction of arti- 
ficial pneumothorax, pyopneumothorax was recog 
nized as an occasional complication. 
treatment, if the patient lived, consisted o/ simple 


drainage and an Estlander type of operation. This 
treatment, with some variations, is still used today. 
The solutions commonly employed for irrigation 
are Dakin’s solution, weak hydrochloric avi, mer- 


curochrome, iodine solutions, and various dyes. 
During the past twenty years the results obtained 
have shown progressive improvement. ; 

Seventy-five cases are reviewed. Fifty four o! 
the patients were males. Forty-two (54.6 percent 
are dead. Fifteen (20 per cent) were restored to 


normal life, four wearing a small tube and the 
others completely healed. Nine of the cures fol: 
lowed thoracoplasty and the others were obtained 
by aspirations and irrigations alone or combined 
with simple thoracotomy. Four types 0! therapy 
were employed: (1) repeated aspiration, (2) «spit 
tions plus irrigations with a 1 per cent acjueols 
solution of gentian violet, a weak iodine solution. 


or Dakin’s solution, (3) the treatment just met 
tioned supplemented by thoracotomy, and (4) thor 
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acoplasty. | Oleothorax has been used following 
control of the pyogenic infection by gentian violet 
and as a preliminary to thoracoplasty. Forty-four of 
the patients had been treated by artificial pneumo- 
thorax. In the cases of three of them the infection 
was attributable to faulty technique. In the others 
there had been a spontaneous pneumothorax. 

The author tabulates the pyogenic bacteria found 
and discusses the various treatments in detail. All 
patients treated by simple aspiration died. 

The author believes that the initial use of a 1 per 
cent aqueous solution of gentian violet for irriga- 
tion is distinctly beneficial. He describes the tech- 
nique. When once the infection is under control and 
the patient’s condition has become sufficiently im- 
proved, a radical and extensive thoracoplasty is 
advisable. When a bronchopleural fistula is present 
the author recommends an immediate closed or 
open thoracotomy as these cases do not respond to 
aspirations and lavage. 


Nissen, R.: The Operative Closure of Large Bron- 
chial Fistule, Bronchiectases, and Tubercu- 
lous Cavities Which Have Broken Through 
(Der operative Verschluss von grossen Bronchial- 
fisteln, ‘“‘Gitterlungen”, und durchgebrochenen 
tuberkuloesen Kavernen). Deutsche Ztschr. f. Chir., 
1932, CCXXXVI, 573. 


The Garré-Lebsche method of obliterating large 
bronchiectatic cavities, the essential part of which is 
the cutting out of the entire mucous membrane sac 
lining the wall of the cavity, subjects the patient to 
the possibility of severe haemorrhage and air 
embolism, dangers which become greater the closer 
the operation approaches the hilus of the lung. The 
author's experience in performing emergency opera- 
tions has led to the methodical development of the 
technique herewith described: the enclosure of a 


the lung cavity and its fixation by sutures at the 
outer opening of the cavity. In this procedure the 
line of incision is so chosen that on closure of the 
wound the entire area of the external fistula is 
covered by wide skin flaps. The stumps of neigh- 
boring ribs are resected only as much as is necessary 
to widen the external pulmonary fistula sufficiently 
ior the easy passage of the muscle flap. To insure 
the vitality of the long muscle strips which are 
necessary to fill very large cavities it is advisable to 
cilect the mobilization of the strips in two stages. 
In the use of muscle from the inner aspect of the 
scapula to fill a subscapular cavity it is advisable to 
insert a tampon between the scapula and the dis- 
sected off muscle to keep the transplant pressed in. 
The tampon may be removed within fourteen days. 
In six cases operated upon in the manner de- 
scribed in the last three years complete healing 
vithout a fistula and with freedom from expectora- 
ton was obtained. Healing occurred also in two 
‘ases of extensive breaking through of tuberculous 
cavities, but in one of these there is a very large 
scarred area with marked deformity. — Grar (Z). 
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pedicled muscle flap the size of the lung defect in- 
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Rentschler, C. B.: Acute Empyema of the Thorax. 
Aun. Surg., 1932, xcvi, 987. 

Rentschler presents a statistical study of 100 con- 
secutive cases of acute empyema which were treated 
surgically. 

In 75, the cause was pneumonia; in 10, pleurisy; 
in 4, influenza; in 1, a discharging ear; in 1, a cold; 
and in the rest an undetermined factor. 

In 26 cases with no mortality the organism found 
was the pneumococcus, in 25 with a mortality of 
20 per cent, a streptococcus; and in 6 with a mor- 
tality of 16.6 per cent, a staphylococcus. In 11 with 
a mortality of 27.7 per cent, there was a mixed in- 
fection. 

The patients ranged in age from eight months to 
seventy-three years. Fifty-six were males. The 
empyema occurred on the right side in 55 cases, on 
the left side in 45 cases, and on both sides in 1 case. 

Aspiration was done in all of the cases. In the 
majority it was done for diagnosis. In 60 cases it 
was followed by partial resection of 1 rib; in 22 by 
intercostal drainage; in 6 by intercostal drainage 
followed by partial rib resection; and in 1 by bilateral 
thoracotomy. In 2 cases the treatment consisted of 
aspiration alone. 

Anesthesia was induced preferably by local in- 
filtration with novocain, but general anwsthesia was 
used in 39 cases. 

The postoperative treatment consisted essentially 
in measures to promote free drainage. Irrigations 
were used in 30 cases. The solution employed was 
Dakin’s fluid, normal salt solution, iodine fluid, 
gentian violet, or mercurochrome. Transfusions 
were given for anemia. Lung expansion was favored 
by having the patient inflate a toy balloon and blow 
fluid from one bottle to another. 

The average length of time the patients remained 
in the hospital was seven weeks. The complications 
were of 21 types. The most common complication 
was marked anemia, which occurred in 12 cases. A 
recurrence developed in 6 cases, and 1 patient had 
6 recurrences. Ten patients died. 

J. WILLEms, M.D. 


Hedblom, C. A.: The Surgical Treatment of Tuber- 
culous Empyema. J. Thoracic Surg., 1932, ii, 115. 
Tuberculous empyema may be defined as a sup- 
purating pleurisy due wholly or in part to tubercle 
bacillus infection. It is of two principal types: (1) 
the primary idiopathic type without clinical evi- 
dence of associated pulmonary tuberculosis, and (2) 
the type secondary toa clinically recognizable active 
pulmonary tuberculosis. These types differ funda- 
mentally with respect to treatment. 

In the primary type, obliteration of the empyema 
cavity is sought through re-expansion of the lung. 
In the secondary type, collapse of the chest wall and 
lung, when indicated, accomplishes obliteration of 
the cavity and favors healing of the pulmonary 
lesion. 

Both types of tuberculous empyema may or may 
not be infected by pyogenic organisms of varying 
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virulence. In cases of the primary type, secondary 
infection usually arises from injudicious drainage of 
an effusion. It may occur also as the result of per- 
foration of the pus into a bronchus. In some cases 
it may be metastatic from a sore throat or furun- 
culosis or occur by lymphatic extension. 

The author reviews 143 cases of tuberculous 
empyema. Sixty-one were treated by irrigation and 
drainage only. In 28 of these the effusion was sterile. 
The cavity was obliterated in 9. Nine (32.1 per 
cent) of the patients died. Of 33 cases with second- 
ary infection, the cavity was obliterated in 3 and 
death occurred in 13 (39.4 per cent). Of 82 cases 
in which radical surgery was done, there was no 
secondary infection in 23. The cavity was obliterated 
in 38 (64.4 per cent), but-in 19 of this group a sinus 
persisted at the time the patient was last seen. 
Death occurred in 12 (20 per cent). 

The tuberculous nature of an empyema is strongly 
suggested by a preceding ‘“‘idiopathic’’ pleurisy 
with effusion and the presence of extrapulmonary 
lesions. The condition may be assumed to be tuber- 
culous if it develops in the presence of active pul- 
monary tuberculosis or as a complication of thera- 
peutic pneumothorax for pulmonary tuberculosis. 
It is proved to be tuberculous when laboratory tests 
for tuberculosis are positive. 

The presence of a bronchial fistula is assumed if 
the patient raises large quantities of liquid pus. It 
is proved if the pus coughed up is stained blue after 
the injection of methylene blue into the cavity. 

In primary tuberculous empyema the aims of 
treatment are obliteration of the cavity and re- 
expansion of the lung. In the absence of secondary 
infection, repeated aspiration of the pus is followed 
by pneumothorax. In long-standing cases an extra- 
pleural thoracoplasty should be performed. In the 
presence of secondary infection in the primary type, 
the aim is to combat the infection and secure re- 
expansion of the lung. The pyogenic infection is 
usually combated by drainage and irrigation with 
antiseptics. Thoracoplasty or a local plastic opera- 
tion is usually necessary before complete healing is 
obtained. 

In tuberculous empyema of the secondary type 
thoracoplasty is advisable unless such a radical pro- 
cedure is contra-indicated by active tuberculosis. 

The mortality in cases of tuberculous empyema is 
due in large measure to active pulmonary tuber- 
culosis or a virulent secondary infection or both. 

Wittarp J. Kiser, M.D. 


HEART AND PERICARDIUM 


Moritz, A. R., Hudson, C. L., and Orgain, E. S.: 
Augmentation of the Extracardiac Anasto- 
moses of the Coronary Arteries Through Peri- 
cardial Adhesions. J. /yper. M., 1932, 927. 


The authors examined four hearts with partial or 
complete obliteration of the pericardial sac by 
fibrous adhesions. Injection of the coronary arteries 
with a colloidal suspension of lamp black showed 
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that the extracardiac anastomoses of these arteries 
were increased because of the presence of the ad- 
hesions. A particularly rich injection of the parietal 
pericardium was obtained. Microscopic examina- 
tion of the adhesions showed them to contain ip- 
jected vessels extending from the epicardium to the 
parietal pericardium. This vascularization was not 
limited to the usual areas of subpericardial fat. [t 
was present also in regions not ordinarily containing 
arterial branches. A direct communication between 
branches of the coronary arteries and the pericardial 
branches of the internal mammary arteries ani free 
anastomoses with the anterior branches 0! the 
thoracic aorta were demonstrated over areas corre- 
sponding to the extent of the lesions. 
O. LATIMER, \I.D 


CESOPHAGUS AND MEDIASTINUM 


Guisez, J.:. Two New Cases of Non-Traumatic 
Stenosis of the G@sophagus in Children [eux 
nouvelles observations de sténoses graves non- 
traumatiques de l’cesophage chez des enfants. Bull. 
el mém. Soc. d. chirurgiens de Par., 1932, XXi\. 301. 


The cases reported by the author were t!iose oi 
children two and a half and eleven years of aye who 
had suffered from persistent vomiting. The vomit- 
ing had been attributed to gastric disturbances and 
the stenosis was not discovered until a roentgen 
examination was made after the dysphagia |ecame 
incomplete. 

In the case of the younger child the obstruction 
was due to a fibrocicatricial ring formed |v the 
degeneration of hypertrophied muscle fibers of the 
diaphragm encircling the oesophagus at the cardia. 
The hypertrophy was analogous to that ciusing 
pyloric stenosis in infants. In the case of the older 
child the obstruction was due to a valve formation 
with secondary thickening of the mucous meinbrane 
resulting from inflammation. 

In the first case a clinical cure was obtained by 
gradual dilatation, and in the second cise, by 
gradual dilatation and circular electrolysis 

Gay orp S. Bates. M.D. 


Cooke, J. V.: Mediastinal Tumor in Acute |.euke- 
mia: A Clinical and Roentgenologica! Study. 
Am. J. Dis. Child., 1932, xliv, 1153. 

This report is based on a group of nine cases of 
acute leukaemia with large mediastinal intil' rations. 
Seventy-four cases of leukaemia with med: astinal 
tumor were collected from the literature. 

The nine cases reviewed were found amony thirty: 
eight cases of acute leukaemia in children observed 
at the St. Louis Children’s Hospital during ‘he last 


six years. The incidence of mediastinal emen! 
was therefore 24 per cent. In none of the of! er cases 
was there any clinical evidence of me \ustina 
tumor. In fifteen, no mediastinal enlarger: 


demonstrable in roentgenograms or at aul: 
the remainder roentgenograms were not | 
autopsy was not performed. The patient~ sere“ 
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white boys between the ages of three and thirteen 
years. The blood picture was typical of acute lym- 
phatic leukemia with a tremendous preponderance 
of non-granular mononuclear cells and a small 
percentage of granular polymorphonuclears. In 
only one case was there no leucocytosis. Of the nine 
children with mediastinal tumors, four came under 
observation before any changes in the blood were 
demonstrable and had symptoms of severe respira- 
tory obstruction. The five others had typical 
leukemic changes when they were first seen. One 
of the latter had marked symptoms of respiratory 
embarrassment, two had mild symptoms, and two 
had none. 

The high incidence of mediastinal involvement in 
males is evident also in the cases collected from the 
literature. Of seventy-four patients, only twelve 
were girls, the ratio of boys to girls being therefore 
-i:1, Whereas the ratio of the incidence of acute 
leukemia in boys and girls is 2:1. 

The mediastinal tumors are large and constantly 
located in the superior and anterior mediastinum. 
The clinical symptoms are apparently due to me- 


chanical pressure They include cough, dyspnoea, and 
cyanosis of varying degree. It is possible for a child 
with a fairly normal blood count to exhibit a marked 
leukemic blood within a very short period of time. 
When roentgen treatment has been given before the 
development of the blood picture of leukemia, it 
has had a very striking effect on the leukemic 
mediastinal masses. In four cases so treated there 
was remarkable clinical improvement. Symptoms 
of respiratory embarrassment were less marked 
after twenty-four hours and disappeared in a day 
or so. In three cases the mediastinal shadow com- 
pletely disappeared within a week. When the blood 
picture of acute leukemia had developed before 
the irradiation, the roentgen treatment was of no 
benefit and even seemed to accelerate the fatal 
outcome. 

From a study of the clinical and pathological 
reports of the observed cases the author concludes 
that, instead of a true neoplastic tumor, the me- 
diastinal mass is the result of infiltration by leu- 
kemic cells carried to the mediastinum by the blood 
stream. ALTON OcHSNER, M.D. 
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virulence. In cases of the primary type, secondary 
infection usually arises from injudicious drainage of 
an effusion. It may occur also as the result of per- 
foration of the pus into a bronchus. In some cases 
it may be metastatic from a sore throat or furun- 
culosis or occur by lymphatic extension. 

The author reviews 143 cases of tuberculous 
empyema. Sixty-one were treated by irrigation and 
drainage only. In 28 of these the effusion was sterile. 
The cavity was obliterated in 9. Nine (32.1 per 
cent) of the patients died. Of 33 cases with second- 
ary infection, the cavity was obliterated in 3 and 
death occurred in 13 (39.4 per cent). Of 82 cases 
in which radical surgery was done, there was no 
secondary infection in 23. The cavity was obliterated 
in 38 (64.4 per cent), but-in 19 of this group a sinus 
persisted at the time the patient was last seen. 
Death occurred in 12 (20 per cent). 

The tuberculous nature of an empyema is strongly 
suggested by a preceding “idiopathic” pleurisy 
with effusion and the presence of extrapulmonary 
lesions. The condition may be assumed to be tuber- 
culous if it develops in the presence of active pul- 
monary tuberculosis or as a complication of thera- 
peutic pneumothorax for pulmonary tuberculosis. 
It is proved to be tuberculous when laboratory tests 
for tuberculosis are positive. 

The presence of a bronchial fistula is assumed if 
the patient raises large quantities of liquid pus. It 
is proved if the pus coughed up is stained blue after 
the injection of methylene blue into the cavity. 

In primary tuberculous empyema the aims of 
treatment are obliteration of the cavity and re- 
expansion of the lung. In the absence of secondary 
infection, repeated aspiration of the pus is followed 
by pneumothorax. In long-standing cases an extra- 
pleural thoracoplasty should be performed. In the 
presence of secondary infection in the primary type, 
the aim is to combat the infection and secure re- 
expansion of the lung. The pyogenic infection is 
usually combated by drainage and irrigation with 
antiseptics. Thoracoplasty or a local plastic opera- 
tion is usually necessary before complete healing is 
obtained. 

In tuberculous empyema of the secondary type 
thoracoplasty is advisable unless such a radical pro- 
cedure is contra-indicated by active tuberculosis. 

The mortality in cases of tuberculous empyema is 
due in large measure to active pulmonary tuber- 
culosis or a virulent secondary infection or both. 

WILLARD J. Kiser, M.D. 


HEART AND PERICARDIUM 


Moritz, A. R., Hudson, C. L., and Orgain, E. S.: 
Augmentation of the Extracardiac Anasto- 
moses of the Coronary Arteries Through Peri- 
cardial Adhesions. J. Exper. M., 1932, lvi, 927. 


The authors examined four hearts with partial or 
complete obliteration of the pericardial sac by 
fibrous adhesions. Injection of the coronary arteries 
with a colloidal suspension of lamp black showed 
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that the extracardiac anastomoses of these arteries 
were increased because of the presence of the ad- 
hesions. A particularly rich injection of the parietal! 
pericardium was obtained. Microscopic examina- 
tion of the adhesions showed them to contain in- 
jected vessels extending from the epicardium to the 
parietal pericardium. This vascularization was not 
limited to the usual areas of subpericardial fat. It 
was present also in regions not ordinarily containing 
arterial branches. A direct communication between 
branches of the coronary arteries and the pericardial] 
branches of the internal mammary arteries and free 
anastomoses with the anterior branches of the 
thoracic aorta were demonstrated over areas corre- 
sponding to the extent of the lesions. 

O. LATIMER, M.D 


C2SOPHAGUS AND MEDIASTINUM 


Guisez, J.: Two New Cases of Non-Traumatic 
Stenosis of the @sophagus in Children (Deux 
nouvelles observations de sténoses graves non- 
traumatiques de l’cesophage chez des enfants). 
et mém. Soc. d. chirurgiens de Par., 1932, Xxiv, 301. 


The cases reported by the author were those of 
children two and a half and eleven years of age who 
had suffered from persistent vomiting. The vomit- 
ing had been attributed to gastric disturbances and 
the stenosis was not discovered until a roentgen 
examination was made after the dysphagia became 
incomplete. 

In the case of the younger child the obstruction 
was due to a fibrocicatricial ring formed by the 
degeneration of hypertrophied muscle fibers of the 
diaphragm encircling the cesophagus at the cardia. 
The hypertrophy was analogous to that causing 
pyloric stenosis in infants. In the case of the older 
child the obstruction was due to a valve formation 
with secondary thickening of the mucous membrane 
resulting from inflammation. 

In the first case a clinical cure was obtained by 
gradual dilatation, and in the second case, by 
gradual dilatation and circular electrolysis. 

Gaytorp S. Bates, 


Cooke, J. V.: Mediastinal Tumor in Acute Leuk- 
mia: A Clinical and Roentgenological Study. 
Am. J. Dis. Child., 1932, xliv, 1153. 


This report is based on a group of nine cases of 
acute leukemia with large mediastinal infiltrations. 
Seventy-four cases of leukaemia with mediastinal 
tumor were collected from the literature. 

The nine cases reviewed were found among thirty- 
eight cases of acute leukemia in children observed 
at the St. Louis Children’s Hospital during the last 
six years. The incidence of mediastinal involvement 
was therefore 24 per cent. In none of the other cases 
was there any clinical evidence of mediastinal 
tumor. In fifteen, no mediastinal enlargement was 
demonstrable in roentgenograms or at autopsy. In 
the remainder roentgenograms were not taken and 
autopsy was not performed. The patients were all 
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white boys between the ages of three and thirteen 
years. The blood picture was typical of acute lym- 
phatic leukemia with a tremendous preponderance 
of non-granular mononuclear cells and a small 
percentage of granular polymorphonuclears. In 
only one case was there no leucocytosis. Of the nine 
children with mediastinal tumors, four came under 
observation before any changes in the blood were 
demonstrable and had symptoms of severe respira- 
tory obstruction. The five others had typical 
leukemic changes when they were first seen. One 
of the latter had marked symptoms of respiratory 
embarrassment, two had mild symptoms, and two 
had none. 

The high incidence of mediastinal involvement in 
males is evident also in the cases collected from the 
literature. Of seventy-four patients, only twelve 
were girls, the ratio of boys to girls being therefore 
5.1:1, Whereas the ratio of the incidence of acute 
leukemia in boys and girls is 2:1. 

The mediastinal tumors are large and constantly 
located in the superior and anterior mediastinum. 
The clinical symptoms are apparently due to me- 
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chanical pressure They include cough, dyspnoea, and 
cyanosis of varying degree. It is possible for a child 
with a fairly normal blood count to exhibit a marked 
leukemic blood within a very short period of time. 
When roentgen treatment has been given before the 
development of the blood picture of leukaemia, it 
has had a very striking effect on the leukemic 
mediastinal masses. In four cases so treated there 
was remarkable clinical improvement. Symptoms 
of respiratory embarrassment were less marked 
after twenty-four hours and disappeared in a day 
or so. In three cases the mediastinal shadow com- 
pletely disappeared within a week. When the blood 
picture of acute leukemia had developed before 
the irradiation, the roentgen treatment was of no 
benefit and even seemed to accelerate the fatal 
outcome. 

From a study of the clinical and pathological 
reports of the observed cases the author concludes 
that, instead of a true neoplastic tumor, the me- 
diastinal mass is the result of infiltration by leu- 
kemic cells carried to the mediastinum by the blood 
stream. ALTON OcusneER, M.D. 


ABDOMINAL WALL AND PERITONEUM 


Thomas, T. T.: The Use of a Nail in the Bassini 
Operation for Large Inguinal Hernia, Especially 
Direct and Recurrent. Surg. Clin. North Am., 
1932, xii, 1433. 

Thomas reviews statistics showing the poor results 
so far obtained in the treatment of large inguinal 
hernia, especially those of the direct recurrent type. 
He then describes the methods in present use for the 
repair of the defects. 

One of the most serious obstacles to repair in these 
cases is weakness of the surrounding tissues. To 
overcome this obstacle, Thomas suggests the use 
of a common, large-headed wire nail to cover the 
defect with aponeurotic conjoined tendons. In the 
procedure described, a wide-topped nail from 1% 
to 2 in. long is introduced inside the outer border 
of the rectus so that it pierces the fibers of the inter- 
nal oblique and transversalis muscles and possibly 
the rectus, and is driven into the pubic bone. One 
or 2 catgut sutures external to the nail then com- 
plete the new floor of the canal and the Bassini 
operation is finished in the usual manner. 

In 7 cases treated in the manner described there 
have been no recurrences during a period ranging 
from nine months to more than two years. In none 
of these cases has it been necessary to remove the 
nail. Previous statistics show that of 313 cases of 
direct hernia treated surgically, a recurrence de- 
veloped in 16.61 per cent, and that of the recur- 
rences, 47.9 per cent developed within six months. 

ARTHUR L. SHREFFLER, M.D. 


Ciminata, A.: When Should Acute Primary 
Pneumococcic Peritonitis Be Operated Upon? 
(Quando si deve operare la peritonite acuta pneumo- 
coccica primitiva?). Riforma med., 1932, xlvii, 1477. 

Although the consensus of opinion is that primary 
pneumococcic peritonitis should be treated surgi- 
cally, it has not been decided whether the operation 
should be performed in the first stage of the condi- 
tion or in the later stages, after abscess formation 
has taken place. One of the factors entering into 
the discussion of the time of operation is the diffi- 
culty of differentiating between pneumococcic peri- 
tonitis and acute appendicitis, in which latter con- 
dition early operation is strongly indicated. 

The author cites various authorities regarding the 
differentiation. Attention is called to the fact that 
in pneumococcic peritonitis the pain is more apt to 
be diffuse than in appendicitis, and in appendicitis 
is more apt to be localized in the right lower quad- 
rant of the abdomen. When operation is performed 
in the early stage of pneumococcic peritonitis, it 
reveals intense congestion of the ileum and cecum, 
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but no pus. The appendix participates in the con- 
gestive reaction, but shows no special changes. 

The various theories of the entrance of the micro- 
organism into the peritoneal cavity through the 
damaged intestinal wall, by way of the lymphatics, 
and by way of the blood stream are reviewed. 

Symptoms in favor of a diagnosis of pneumococcic 
peritonitis are diarrhoea, herpes labialis, a high fever, 
a leucocytosis over 20,000, and generalized rigidity 
of the abdominal musculature. In the late stages of 
pneumococcic peritonitis diagnosis puncture may 
give positive information regarding the infecting 
organism, but in the early stages it will not. 

The author reports eight cases—two in the pri- 
mary stage, two in the intermediate stage, and four 
in the third stage. Operation was performed in all. 
The two patients in the first stage and the two in 
the second stage succumbed, whereas those operated 
upon in the last stage, after abscess formation, sur- 
vived. The author therefore concludes that opera- 
tion should be performed only in the last stage. 

KELLOGG SPEED, M.D. 


GASTRO-INTESTINAL TRACT 


Rowlands, R. A., and Simpson, S. L.: Addisonian 
Anemia Following Gastrectomy and Gas- 
trojejunostomy. Lancet, 1932, ccxxiii, 1202. 


The authors briefly review the fifteen cases of 
addisonian anemia following gastrectomy or gas- 
trojejunostomy which have been reported in the 
literature to date and add two new cases. In five 
cases the condition occurred after total gastrec- 
tomy; in eight, after partial gastrectomy; and in 
four, after gastrojejunostomy. In one of those in 
which it followed gastrojejunostomy it was associ- 
ated with a gastrojejunocolic fistula. In six cases 
the operation was performed for carcinoma; in seven, 
for gastric ulcer; in one, for duodenal ulcer; in one, 
for both gastric and duodenal ulcer; in one, for 
syphilitic gastritis; and in one, for gastric ulcer with 
syphilitic gastritis. In no case was there any evi- 
dence of malignancy at the time the anamia 
developed. The period between the operation and 
the development of the anemia varied from two to 
fifteen years and averaged six years. 

In all but one case the color index was greater 
than 0.9. In the one exception it was 0.7. In the 
latter the condition was first regarded as a secondary 
anemia, but its rapid response to liver therapy sug- 
gested its primary nature. Megaloblasts were pres- 
ent in only five of the seventeen cases. 

While there are numerous facts to explain the 
occurrence of primary anemia after complete re- 
moval of gastric tissue, the reason for the development 
of the condition after gastrojejunostomy and partial 
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resection is less obvious. It is probable that after the 
latter operations hydrochloric acid and ferments are 
secreted by the remainder of the gastric tissue 
although, because of neutralization by duodenal 
contents, free acid may not be demonstrable. Castle 
stated that the interaction of gastric juice and beef 
muscle may take place in acid and neutral solutions 
and that retardation of this reaction in an alkaline 
solution might explain the anemia in cases of 
gastrojejunostomy. However, he found that the 
incubation of beef with duodenal contents gave good 
results only if gastric contents were present. The 
time factor of the interaction may be important, 
and in some cases rapid emptying of the stomach 
alter partial gastrectomy and gastrojejunostomy 
may be of significance. Another factor to be con- 
sidered is the occurrence of postoperative chronic 
diarrhoea, the mechanism of the anemia production 
in cases with this condition probably resembling 
that of idiopathic steatorrhcea. Another etiological 
possibility is postoperative gastritis which, in Europe, 
is thought to be a not-infrequent sequel of gastro- 
jejunostomy and incomplete gastrectomy. 

The evidence indicates that addisonian anemia 
is extremely rare after gastrectomy and gastro- 
jejunostomy, whereas secondary anemia is not un- 
common after partial gastrectomy. The fact that 
the latter is dependent upon the amount of gastric 
tissue removed is of great significance. In view of 
the rarity of megaloblasts in postoperative addisonian 
anemia, it is possible that some of the so-called 
anemias following operation may be related to the 
addisonian variety and may respond to liver therapy. 

SAMUEL J. FoGetson, M.D. 


Bancroft, F. W., and Lester, C. W.: Postpyloric 
Ulcer Under the Therapeutic Management of 
Internist, Radiologist, and Surgeon. Ann. 
Surg., 1932, xcvi, 1036. 

In an attempt to improve the treatment of duo- 
denal ulcer, the efforts of the internist, surgeon, and 
roentgenologist were combined and surgery was 
performed only when it was favored by two of the 
consultants. The general indications in favor of 
surgery on the ulcer were: (1) failure of adequate 
medical treatment to cure, and (2) roentgenological 
evidence of the likelihood of perforation. When 
recommended by the internist and roentgenologist, 
surgical removal of foci of infection, such as tonsils, 
teeth, and the appendix, was done without operation 
on the ulcer. 

This report deals mainly with: (1) the results in 
cases in which the appendix was removed in the 
presence of symptoms suggestive of postpyloric 
ulcer with roentgenological evidence of pylorospasm 
or of ulcer with roentgenological evidence of disease 
of the appendix or cecum, and (2) an analysis of the 
mortality and end-results of operations on the 
stomach or duodenum for postpyloric ulcer. 

In cases of pylorospasm or duodenal ulcer the 
roentgenological evidence of disease of the appendix 
was based upon; (1) deformity of the cecum, (2) 


retention of barium longer than one hundred and 
twenty hours in a fixed appendix, (3) the demonstra- 
tion of a local point of tenderness over the appendix 
on manipulation under the fluoroscope, (4) fixation 
of angulation of the appendix, (5) fecoliths remain- 
ing coated with barium five days, and (6) non-filling 
of the appendix by a barium enema and meal. The 
last finding was accepted as suggestive, but not con- 
clusive, as the appendix may have filled and emptied 
between periods of examination. In this connection 
clinical evidence of localized tenderness was con- 
sidered in making the diagnosis. 

The appendix and other foci of infection were 
removed in eleven cases of active ulcer, two cases of 
healed ulcer, and twenty cases of pylorospasm and, 
when possible, the patients were followed for at least 
a year. 

Of the cases of active ulcer, good results were 
obtained in five, fair results in two, and poor results 
in two. Two of the patients with active ulcer could 
not be traced. In both of the cases of healed ulcer 
the results were good. Of the total number of cases 
of ulcer, exclusive of those in which the patient could 
not be traced, the results were good in 64 per cent, 
fair in 18 per cent, and poor in 18 per cent. Of the 
cases of pylorospasm, good results were obtained in 
eleven and fair results in five. Four of the patients 
with pylorospasm could not be traced. Of the total 
number of cases of pylorospasm exclusive of those 
not traced, good results were obtained in 69 per cent 
and fair results in 31 per cent. 

In twenty-five cases of postpyloric ulcer surgery 
was performed on the stomach or duodenum. The 
one patient who was treated by gastro-enterostomy 
was in excellent condition six months after the opera- 
tion, but thereafter could not be traced. Of three 
patients who were subjected to a Judd pyloroplasty, 
two are in excellent condition, but one still has 
symptoms of indigestion and pain if he does not 
regulate his diet carefully. Of four patients subjected 
to subtotal gastrectomy, one was well at the end of 
three months but subsequently could not be traced, 
and the three others are in excellent condition. Of 
the seventeen patients treated by a modified Devine 
operation, two were operated upon too recently for 
judgment of the end-result, one died at the end of 
a year and a half from intestinal obstruction, one is 
free from gastric disturbances but is still wearing a 
T-tube in the common duct, eleven are on non- 
restricted diets and feel well, and two still have some 
gas or indigestion if they are careless with their diet. 

SAMUEL J. FocEtson, M.D. 


Mclver, M. A.: Acute Intestinal Obstruction. I. 
General Considerations. II. Acute Mechanical 
Obstructions Exclusive of Those Due to Neo- 
plasms and Strangulated External Herniz. 
III. Obstruction Due to Neoplasms and Stran- 
gulated External Herniwe. Arch. Surg., 1932, 
XXv, 1098. 


These articles are based on 335 cases of acute in- 
testinal obstruction treated at the Massachusetts 
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General Hospital in the period from 1918 to 1927. 
The cases are divided into the following 3 groups: 
Group 1, 156 cases of acute mechanical obstruction 
not due to neoplasms or strangulated external 
hernia; Group 2, 32 cases of obstruction due to neo- 
plasms; and Group 3, 147 cases of obstruction due to 
strangulated external herniz. The total mortality 
was 31 per cent. 

The relative frequency of the different types of 
obstruction and their relation to the age of the pa- 
tient are shown by graphs. In 63 per cent of the 
cases there was some interference with the mesen- 
teric circulation. In 249 cases the obstruction oc- 
curred in the small intestine; in 52, in the large 
intestine; and in 27, in both the small and large 
intestines. Of the cases in which it was found in 
the small intestine, it occurred in the jejunum in 
only 8. This shows the relative infrequency of simple 
high obstruction. It is in simple high obstruction 
that brilliant results have been obtained in experi- 
mental animals by the administration of large 
amounts of sodium chloride solution. Similar treat- 
ment of animals with low obstruction, the most 
common type in human beings, has been less suc- 
cessful. 

In the 156 cases of Group 1, those of mechanical 
obstruction not due to neoplasms or strangulated 
external herniz, the mortality was 44 per cent. A 
comparison with the mortality in the previous 2 
decades at the same institution shows improvement 
in cases of early postoperative obstructions, ob- 
struction due to Meckel’s diverticulum, and stran- 
gulated internal hernia. In cases of mesenteric 
thrombosis, volvulus, late postoperative obstruction, 
obstruction due to bands and adhesions without a 
previous operation, intussusception, and congenital 
anomalies, there has been a slight increase or no 
change in the mortality. 

The author analyzes the clinical and pathological 
pictures of the various types of obstruction and com- 
pares their mortality rates. 

In the cases in which operation was performed 
during the first forty-eight hours, the mortality was 
26 percent. In the rest, it was 60 per cent. 

The greater the damage to the bowel, the more 
marked was the toxemia. In cases showing inter- 
ference with the mesenteric circulation the mortality 
was 53 per cent, whereas in those without this com- 
plication it was 37 per cent. 

The mortality was highest in the cases of patients 
under one year and over fifty years of age. 

The cardinal symptoms were pain, vomiting, and 
obstipation. The temperature, pulse, and respira- 
tory rates are not likely to be increased early. There 
may be no leucocytosis. A high white cell count is 
suggestive of circulatory interference and the neces- 
sity for early operation. Abdominal tenderness was 
present in only 61 of the cases reviewed, and muscle 
spasm in only 37. Distention is usually present, 
but may be absent early and, if the obstruction is 
high, may not be marked even later in the condition. 
Visible peristalsis was noted in only 22 of the 156 


INTERNATIONAL ABSTRACT OF SURGERY 


cases. A palpable mass due to a distended loop was 
recorded in only 8 cases. 

The types of anesthesia employed are shown in a 
table. The use of ethylene has been abandoned be- 
cause of the danger of explosion. 

The type of operation and the mortality of each 
type are given. 

If blood-stained fluid is present, strangulation of 
the intestine must be sought for. A foul odor indi- 
cates extreme damage to the bowel. Of 25 cases with 
bloody fluid, 21 showed gross interference with the 
mesenteric blood supply. 

Dehydration was relieved by giving physiological 
salt solution. However, the mortality has not been 
decreased since this treatment has been used. The 
author attributes this finding to the fact that dehy- 
dration, although important in obstruction at any 
level, is most severe in simple high obstruction. 

Low obstructions are most common and are often 
complicated by interference with the circulation, 
which is an important factor in the outcome. 

In the 32 cases of Group 2, those of obstruction 
due to neoplasms, the mortality was 31 per cent. 
The obstruction was caused by both metastatic and 
primary tumors. In 4 cases it occurred in the small 
intestine, and in 28 in the large intestine. In 73 per 
cent of the cases it was in the sigmoid. Sixty per 
cent of the patients were over sixty years of age. 
No case of acute obstruction was due to carcinoma of 
the rectum. 

The symptoms of obstruction due to neoplasms 
are obstipation, pain, distention, and vomiting. 
They are less fulminating when the obstruction is in 
the small bowel. In the cases reviewed the average 
time between the onset of the symptoms and opera- 
tion was five days. Pain was almost constantly 
present and was cramp-like. In some cases the dis- 
comfort from distention was most marked. Vomit- 
ing was not profuse or frequent until late, when it 
also became faecal. Distention was unusually 
marked, and visible peristalsis was frequent. The 
temperature and white cell count was generally 
normal. Half of the patients had symptoms from 
ten days to several months before the acute ob- 
struction. These symptoms were increasing con- 
stipation, attacks of cramp-like pain in the lower 
abdomen, and occasionally, frequent small bowel 
movements. 

Local and spinal anesthesia were found most 
satisfactory. The usual treatment was drainage. 

In the 147 cases of Group 3, those due to stran- 
gulated external hernia, the mortality was 18 per 
cent. The mortality was highest in the cases of 
umbilical and ventral hernia. Femoral herni« had 
a higher mortality than inguinal hernix. One-half 
of the deaths were those of patients with symptoms 
of strangulation for more than twenty-four hours. 
Nearly one-half of the total number of deaths oc- 
curred in the 19 cases in which there was bowel 
necrosis. In these cases the mortality was over 50 
per cent. The average age of the patients was 
forty-four years. 
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The diagnosis is usually easy, but occasionally the 
sac may be overlooked if it is small and especially 
if it is in the femoral canal. In 3 cases of the cases 
reviewed the diagnosis was not made until lapa- 
rotomy was performed. 

The author emphasizes the importance of local or 
spinal anesthesia in cases coming to operation late. 
ARTHUR L. SHREFFLER, M.D. 


McIver, M. A.: Acute Intestinal Obstruction. 
First Installment. Am. J. Surg., 1933, xix, 161. 


The author briefly reviews the history of the evolu- 
tion of our knowledge of intestinal obstruction. He 
objects to the term ‘‘adynamic ileus” and in his 
discussion refers to “‘mechanical obstructions” and 
“functional obstructions.” He divides functional 
obstructions into paralytic and spastic obstructions. 
He states that mechanical obstructions are more 
common than functional obstructions and in general 
are more serious. He classifies mechanical obstruc- 
tions as follows: 

1. Obstructions by bands and adhesions: 

a. Early after operation. 
b. Late after operation. 
c. Without previous operation. 

2. Obstruction by volvulus. 

3. Obstruction by intussusception. 

4. Obstruction by rarer causes: 

a. Congenital anomalies. 
b. Gall stones and other foreign bodies. 
c. Internal herniz. 
d. Meckel’s diverticulum. 
. Obstruction by mesenteric thrombosis and 
other vascular lesions. 

6. Obstruction by neoplasms. 

7. Obstruction by strangulated external herniz. 

Of a series of 335 cases of intestinal obstruction 
studied in the Massachusetts General Hospital, the 
obstruction was caused by a strangulated external 
hernia in 44 per cent and by adhesions in 31 per cent. 
In 11 per cent of the latter the adhesions were 
formed early after an operation; in 13 per cent they 
were formed late after an operation; and in 6 per 
cent they were formed without a previous operation. 
In 9 per cent of the total number of cases the ob- 
struction was caused by Meckel’s diverticulum, in 5 
per cent by intussusception, in 4 per cent by volvu- 
lus, in 3 per cent by mesenteric thrombosis, in 2 per 
cent by gall stones and other foreign bodies, and in 
I per cent each by a congenital anomaly other than 
Meckel’s diverticulum and an internal hernia. As 
might be expected, most of the obstructions from 
congenital anomalies and intussusception occurred 
in infants and children. Obstructions resulting from 
bands of adhesions in persons not previously oper- 
ated upon occurred most frequently in the second 
and third decades of life and old age. Mesenteric 
thrombosis and obstructions from neoplasms oc- 
curred most often in old age. Obstructions from 


strangulated external hernia were most common in 
the fifth and sixth decades of life. Intestinal obstruc- 
tion was more common in males than females. 
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It is important to determine the condition of the 
circulation of the bowel and also the level of the 
obstruction. The circulation of the bowel may be 
interfered with in the mesentery or in the bowel 
wall. The greater the interference with the circu- 
lation the more severe are the symptoms. In the 
cases in which there was interference with the 
blood supply the mortality was 53 per cent whereas 
in those without strangulation it was 37 per cent. 
Interference with the blood supply of the wall of the 
gut is apt to occur as a result of carcinoma of the 


‘sigmoid in which there is marked distention of the 


gut. It is especially apt to occur in the cecum, 
which is most prone to suffer from the effects of the 
distention. Of 32 cases of obstruction from neo- 
plasms, operation revealed damage from distention, 
perforation, or beginning necrosis of the cecum in 4. 
Even though the damage may not result in infare- 
tion and gangrene, there may be sufficient injury to 
the mucosa of the gut to favor the absorption of 
intestinal toxins. 

Bands of adhesions producing mechanical ob- 
struction may be of various types. They may only 
occlude the intestine or may produce a strangula- 
tion. Bands causing obstruction in persons who 
have had no previous operation are usually the 
result of an inflammatory process involving the 
peritoneum. Tuberculosis, appendicitis, and other 
peritoneal infections may be the cause. Obstruction 
caused by bands late after an operation occur most 
frequently following appendectomy. In 16 of the 45 
cases reviewed the obstruction occurred in the first 
year. The average interval, exclusive of the first 
year, was six years, and the longest interval twenty- 
five years. As a rule, such obstructions occur in 
the small bowel. In only 2 of the 45 cases reviewed 
were they in the large bowel. In 20 of the 45 cases 
strangulation was present. In the cases of obstruc- 
tion by bands of adhesions in which there had been 
no previous operation the mortality was higher than 
in the cases of late postoperative obstruction. This 
was not due to the fact that the diagnosis was made 
earlier in the latter group. When operation was 
performed within forty-eight hours, the mortality 
was 37 per cent in the cases in which there had been 
no previous operation whereas in the cases in which 
a previous operation had been performed there was 
no mortality. As in the cases in which there had been 
no previous operation the adhesions occurred at a la- 
ter period of life than in those in which they followed 
an operation, this fact may account for the differ- 
ence in the mortality. Atton Ocusner, M.D. 


Smith, G. K.: Congenital Intestinal Occlusion, 
with a Report on Five Cases. Med. J. Australia, 
1932, li, 685. 

The greater part of the author’s discussion of the 
five reported cases (three cases of stenosis and two 
of atresia) is devoted to the cases of stenosis. In all 
three, autopsy showed that the starting point of the 
stenosed segment was in the ileum. In no case was 
there any manifest stricture in the sense of a fibrous 
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band, adhesion, or abnormal structure. While the 
ileocecal valve was patent in each case (from 1 mm. 
to 0.625 cm. in diameter), the cecum and entire 
colon were markedly contracted and devoid of con- 
tents except détritus. About the point of contrac- 
tion the bowel was usually distended, congested, 
and inflamed. The author believes that these 
stenoses are attributable to a neuromuscular defect 
for the following reasons: 

1. Histological examination of the bowel wall 
above, below, and at the site of obstruction failed to 
reveal any abnormality. 

2. In two cases, bowel contents were found at a 
lower level at autopsy than at operation, a fact sug- 
gesting that the obstruction could be forced. 

3. In one case an enterostomy opening was made 
in the dilated bowel well above the point of contrac- 
ture and autopsy forty-one days later showed the 
ileum to be contracted from the site of the enter- 
ostomy downward. 

In the absence of any obvious explanation, the 
author suggests hyperactivity of the autonomic sys- 
tem as a possible cause of the contracture of the 
bowel. 

Some form of hydrostatic dilatation by means of a 
catheter introduced through the rectum into the col- 
lapsed segment is suggested as treatment in these 
cases. It is presupposed, of course, that the patency 
of the bowel has been demonstrated previously at 
operation. 

With regard to cases of atresia the author points 
out that the condition is not irremediable. While 
enterostomy to tide the infant over a critical period 
would seem to be a rational procedure, he considers 
it significant that there is no record of the survival of 
any infant upon whom enterostomy has been per- 
formed. Therefore the only remedy offering any 
hope of recovery is immediate entero-anastomosis. 

T. BANForp Jones, M.D. 


Hibbard, J. S., Swenson, P. C., and Levin, A. G.: 
Roentgenology of Experimental Mesenteric 
Vascular Occlusion. Arch. Surg., 1933, XXvi, 20. 


The high mortality of mesenteric vascular occlu- 
sion is accounted for by the difficulty in arriving at 
an early diagnosis of the condition. The physiologi- 
cal effects of the occlusion may be compared in some 
respects to those of intestinal obstruction. These 
conditions result in stasis of the intestinal contents, 
a decrease in the absorption of gas and fluid by the 
intestinal wall, excretion of fluid into the lumen of 
the bowel proximal to the affected segment, and 
hemorrhage and infarction of the involved segment. 
Although the roentgen demonstration of gas and 
fluid levels in the small intestine has greatly facili- 
tated the diagnosis of simple intestinal obstruction, 
attention has not been directed to the fact that a 
similar roentgen picture is produced in mesenteric 
vascular occlusion. 

The authors report experiments performed on 
three groups of dogs. All of the animals were 
operated upon under ether narcosis and with a 
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strictly sterile technique. As soon as gas shadows 
and fluid levels could be demonstrated in the 
roentgenograms, the abdomen was again opened 
under ether narcosis and the condition of the in- 
testine was observed. 

In one of the two dogs of Group 1 the superior 
mesenteric artery was ligated just distal to the 
origin of the inferior pancreaticoduodenal artery, 
and in the other the trunk of the superior mesenteric 
artery was ligated 5 cm. distal to its junction with 
the aorta. Roentgenograms of these dogs disclosed 
gas shadows and fluid levels simultaneously after 
one and a half and four hours respectively. [:x- 
amination of the intestine at necropsy disclose 
numerous areas of discoloration and a mild dilaia- 
tion. 

In the six dogs of Group 2, five procedures were 
carried out. In Dog 1, the portal vein was ligated 
6 cm. from its entrance into the liver. In Dog 2, 
the tributaries of the superior mesenteric vein from 
the jejunum, ileum, and cecum were ligated. In 
Dog 3, one-half of the jejunum and all of the ileum, 
and in Dog 4, about 12 cm. of the lower ileum were 
included in the occlusion. In Dogs 5 and 6, the 
mesenteric veins of the lower 12 cm. of the ileum 
were occluded by placing a suture through the 
mesenteric border of the intestine down through 
the submucosa. - In Dogs 1, 2, and 3, no roentgen 
findings were elicited. This was probably explained 
by displacement of the gas by extensive hemorrhage 
into the lumen of the bowel. In Dog 4, because 
of collateral circulation through the longitudinal 
branches of the anastomosis, there were no effects 
from the ligation. In the cases of Dogs 5 and 6, the 
roentgenograms showed gas shadows and fluid levels 
after three and five hours respectively. 

In the three dogs of Group 3, both the veins and 
the arteries were occluded. In Dog 1, the mesenteric 
arteries and veins were ligated to a segment of lower 
ileum about 40 cm. in length, and in Dogs 2 and 3, 
the occlusion involved about 12 cm. of the lower 
ileum. Roentgenograms disclosed gas shadows aiter 
two hours and fluid levels after from four to six 
hours. 

This experimental study indicates that it is pos- 
sible very early to obtain roentgen signs of intestinal 
obstruction following mesenteric vascular occlusion. 
Norman C. Buttock, M.D. 


Palumbo, E.: A Case of Primary Adenocarcinoma 
of the Jejunum (Sopra un caso di adenocarcinoma 
primario del digiuno). Riforma med., 1932, x\viii, 
1294. 

Exclusive of rectal polyps, benign tumors of the 
intestines are rare. They include adenomata, fibro- 
mata, lipomata, angiomata, fibromyomata, and mixed 
tumors. Only 3 or 4 per cent of the total number 
occur in the small intestine. In the small intestine 
malignant tumors are even more rare than benign 
tumors, and carcinoma is less common than sarcoma. 

The case reported by Palumbo was that of a 
woman forty years of age who had excessive gastric 
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acidity with eructations and meteorism for which 
she took purgatives. The first intestinal symptom 
was diarrhoea lasting for ten days. No blood or 
mucus was noticed in the stools. A fortnight later 
the patient was seized with severe mesogastric pain 
followed by vomiting, which recurred after the 
ingestion of food and persisted for two months. 
X-ray examination after a barium meal showed 
irregularity in the third portion of the duodenum 
and a marked dilatation of the first part of the 
jejunum with parallel folds in the bowel shadow 
and violent peristaltic waves. At the end of an 
hour the barium had not passed the obstruction, 
and after three hours only a trace had passed the 
stenotic area in the jejunum. The patient’s husband 
had died from tuberculosis, but the absence of blood 
in the stools and the high site of the obstruction 
seemed to rule out tuberculosis as the cause. The 
Wassermann test was negative, and no tumor mass 
could be felt. A diagnosis of carcinoma was made by 
exclusion. 

When the abdomen was opened the jejunum was 
found dilated to the size of the colon. The dilatation 
ended abruptly in a constriction which felt very 
hard and permitted no fluid to pass. The constric- 
tion was resected with the glandular infiltration and 
the intestine united side-to-side. Eleven hours after 
the operation the patient died. 

The resected portion of bowel presented an 
adenocarcinomatous stricture with a glandular 
arrangement from proliferation of the mucosal 
epithelium. The neighboring lymph glands showed 
only an inflammatory reaction. 

KELLOGG SPEED, M.D. 


Black, J. M.: A Survey of 340 Cases of Acute Ap- 
pendicitis. Brit. M.J., 1932, ii, 1136. 


The cases of appendicitis reviewed are divided 
into 3 groups according to the type of operation per- 
formed. Among 15 patients who were ill with acute 
appendicitis an average of fifteen hours before oper- 
ation there was 1 fatality. Among 80 patients with 
acute appendicitis and local peritonitis or abscess 
formation there were 3 deaths. Among 56 patients 
with general peritonitis who were treated by ap- 
pendectomy and suprapubic drainage there were 10 
deaths, a mortality of 18.8 per cent. In Groups 2 
and 3, comprising 117 cases, more than fifty hours 
elapsed before the patients’ arrival at the hospital. 
In a large number of these cases the previous ad- 
ministration of castor oil and salts was an important 
factor in the rapid advance of the symptoms and the 
spread of the infection. Of the 14 patients who died, 
7 had a ruptured pelvic appendix and the average 
time they were ill before operation was eighty hours. 
These figures suggest that the pelvic position of the 
appendix is the most dangerous. 

The outstanding feature revealed by pathological 
study was the frequency of acute obstructive ap- 
pendicitis. In many cases the obstruction was due to 
fecal concretions, foreign bodies, fibrous strictures, 
kinking of the lumen or torsion of the meso-appendix. 
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Black believes that deaths from general perito- 
nitis are due, not to septicemia, but to absorption 
resulting from obstruction of the bowel. Wallace 
believes that if the bowel can be made to act, the 
patient will recover, and if it fails to act, he will die. 

Among the operative methods used to relieve ob- 
struction were jejunostomy and ileocolostomy. In 
addition, other measures such as injections of ba- 
cillus welchii antitoxin and bile enemata were em- 
ployed. In 27 cases treated by exterostomy there 
were 7 deaths, and in 27 treated with bacillus 
welchii antitoxin there were 8 deaths. 

As bile is believed to contain a stimulant to peris- 
talsis, it was employed in amounts of from /% to 2 
oz. in 6 oz. of saline solution and was given by rectum 
every four hours. Of the 5 patients treated in this 
way, all had general peritonitis but all recovered. 
Joun W. Nuzum, M.D. 


Walker, I. J.: A Comparative Mortality Study of 
Acute Appendicitis. New England J. Med., 1933, 
ceviii, 113. 

From a study of the literature and experience at 
the Boston City Hospital, the author has come to 
the conclusion that the mortality of appendicitis 
based on vital statistics has been gradually rising, 
but that the mortality based on operations for 
appendicitis has become lower. 

He states that calculation of the mortality rate 
on the basis of vital statistics is not as fair a method 
of ascertaining the true mortality as the determina- 
tion of the relationship between the incidence of the 
disease and the deaths caused by the disease. Up to 
the present time, the case mortality in appendicitis 
is best determined from surgical statistics. 

It is possible that during recent years a greater 
number of deaths have resulted from the endeavor 
to cure appendicitis than formerly. However, the 
apparently low mortality rate based on vital statis- 
tics of twenty years ago was not a true index of the 
number of deaths due to appendicitis because some 
of the deaths attributed to peritonitis of unknown 
origin and to other diseases may have been due 
primarily to disease of the appendix. 

Surgeons should regard appendicitis more seri- 
ously and recognize the fact that laparotomy has a 
definite surgical mortality which, when applied to 
appendicitis, may account for a considerable per- 
centage of the rising death rate as revealed in the 
study of vital statistics, but makes little impression 
in the percentage of deaths incidental to operations 
for appendicitis. SAMUEL Kaun, M.D. 


MacLean, A. B.: The Gastro-Ileal Reflex in 
Chronic Appendicitis. Brit. M.J., 1932, ii, 1055. 


The gastro-ileal reflex was first described in 1904 
by Sir William Macewen who observed it in a 
patient who had had a portion of the lower abdomen 
and cecum shot away. The entrance of food into 
the stomach caused the ileum to eject its contents 
into the cecum. In many gastro-intestinal examina- 
tions with the use of the barium meal the barium 
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does not enter the cecum for five or six hours after 
its ingestion, provided the patient remains fasting, 
although the head of the meal may reach the 
ileocecal valve in one or two hours. According to 
Hurst, ileal stasis is a normal physiological condition 
of the utmost importance for adequate digestion. 
It is uncertain how long a meal would remain in the 
terminal ileum in the fasting condition, but it 
seems to remain there until the taking of another 


meal establishes the reflex, when the ileum empties 


itself in about an hour. 

The author reports investigations which he under- 
took to determine whether the gastro-ileal reflex is 
subject to normal and pathological variations like 
other reflex actions. Four hours after a barium 
meal, the patient was given a light (excitor) meal, 
and an hour later, i. e., five hours after the ingestion 
of the barium, he was examined. The examination 
showed that nearly all of the barium had entered 
the cecum. 

When the reflex was inhibited, no barium was 
found in the cecum an hour after the excitor meal. 
It is difficult to say whether the reflex is ever 
exaggerated. When it was only partially inhibited, 
only a half or a third of the barium had left the ileum. 
In some cases the head of the meal had reached the 
rectum. In others, part of the meal had reached the 
iliac colon, but much of it was still in the ileum. As 
proved by operation, chronic appendicitis gives rise 
to the same conditions. The author therefore re- 
gards total or partial inhibition of the reflex as a 
reliable sign of disease of the appendix provided 
the patient has gastric or duodenal symptoms. The 
test has proved of most value in “appendicular 
dyspepsia.” 

In the absence of gastric and duodenal ulcer, the 
presence of barium residues in the stomach after 
five hours is a good indication of disease of the 
appendix and commonly accompanies inhibition of 
the gastro-ileal reflex. Pylorospasm is seen usually 
in persons under twenty years of age who are suf- 
fering from chronic appendicitis. The duodenal 
deformities occurring in chronic appendicitis re- 
semble duodenal ulcers and are another indication 
of the close nervous relationship between the py- 
lorus, duodenum, terminal ileum, and _ileocecal 
valve. 

Inhibition of the gastro-ileal reflex appears to be 
due to spasm of the ileocecal valve and not to kinks, 
bands, or adhesions. The spasm is apparently 
brought about by the local irritation of chronic 
appendicitis. Unfortunately the reflex is not in- 
hibited in all cases and in a considerable number it 
is probably normal. 

Three hundred cases have been examined and 40 
cases have been operated upon. In the 4o cases 
operated upon, chronic disease of the appendix was 
found at operation. In 21 cases, little or no barium 
had entered the cecum, whereas in 109, all or practi- 
cally all of the barium was in the cecum. The 
author therefore concludes that about one-half of 
the cases of chronic appendicitis show ileal stasis 
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due to spasm of the ileocecal valve brought about 
by irritation of the diseased appendix. 
CLARENCE C. REED, M.D. 


Bensaude, R., and Bensaude, A.: The Cutaneo- 
mucous or Genitoperineorectal Type of Caver- 
nous Angioma of the Rectum (Sur une forme 
particuliére d’angiome caverneux du_ rectum: 
l’angiome cutanéomuqueux ou génitopérinéorectil), 
Presse méd., Par., 1932, xl, 1739. 


The authors report two cases of multiple angi- 
omata of the rectum and anus with bluish angiomata 
of the perineum, scrotum, and penis and review 
similar cases reported in the literature. They also 
cite cases in which fatal hemorrhage occurred from 
an angioma of the rectum and sigmoid without 
associated external tumors. 

The cardinal symptoms of angiomata of the 
rectum are hemorrhage, prolapse of the tumor 
masses, and painful crises. 

The tumors are most often confused with hamor- 
rhoids, ulcers, and cancer of the rectum. Physical 
examination may reveal the nature of the lesion, 
particularly if there are angiomata of the perineum 
or genitalia, but examination with the rectoscope 
should not be neglected. Roentgenographic exami- 
nation may add confirmatory evidence. 

Because of the gravity of the condition, surgical 
treatment should be advised, although resection 
may be difficult and not without danger. Irradia- 
tion may be of value alone or in conjunction with 
other measures. For hemorrhage the authors 
advise rest, opiates, calcium chloride, transfusion, 
and the local application of tampons saturated with 
a hemostatic solution. The anemia should be 
treated by the usual approved methods. 

Marsu W. Poo tr, M.D. 


Pettinari, V.: The Surgical Treatment of Cancer 
of the Rectum (El tratamiento quirirgico del 
cancer del recto). Clin. y lab., 1932, xvii, 281. 


The author believes that the classification of 
carcinomata of the rectum based on the anatomy of 
the rectum is the most practical. He divides the 
rectum into the perineal and pelvic portions. The 
main part of the pelvic portion is the rectal ampulla 
which measures approximately 15 cm. and extends 
from the third sacral vertebra to the levator ani 
insertion on the rectum. 

Carcinomata of the rectal ampulla constitute 
two-thirds of rectal carcinomata. In 75 per cent of 
the cases the anterior rectal wall is involved. 

Carcinoma of the rectal ampulla is the most 
operable of rectal carcinomata. Jt infiltrates com- 
paratively slowly. 

The author calls attention to the relative fre- 
quency of secondary benign tumors accompanying 
rectal carcinomata. 

With an initial small carcinomatous lesion in the 
rectum there may be a very diffuse metastasis. The 
author advises the most radical operative removal of 
the perirectal tissues. 
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The most common types of rectal carcinoma are 
the adenocarcinoma, infiltrating squamous carcino- 
ma, fibrous carcinoma, and gelatinous or colloid 
carcinoma. The prognosis is most favorable in 
adenocarcinoma. 

The author describes the technique he uses in the 
radical perineal resection of the rectum, the modifi- 
cation of the classical method suggested by Rossi. 
The modification consists in not reconstructing the 
perineal layers, but leaving the wound open and 
draining it freely. The sigmoid is usually left 
ligated for twenty-four hours and sometimes longer. 
Twenty-four hours after the operation irrigation is 
done with Dakin’s solution. The routine formation 
of an artificial anus as in the Lockhart-Mummery 
operation is regarded by Pettinari as of no value 
except in cases of marked stenosis with symptoms of 
complete obstruction. Pettinari prefers the perineal 
to the iliac opening. 

Attention is called to the fact that one of the chief 
symptoms of carcinoma of the rectum is obstinate 
diarrhoea. 

Pettinari warns against forceful barium enemata 
for roentgen visualization as they may obscure a 
tumor which could be seen with an enema given 
under moderate pressure. An illustrative roentgeno- 
gram is shown. 

Pettinari disagrees with Brukley who regards 
irradiation as the treatment of choice for rectal 
carcinomata. He considers radium irradiation of 
value as accessory treatment and for cases which 
are inoperable. 

In one of the author’s cases a marked prolapse 
occurred six years after perineal amputation of the 
rectum, but was operated upon successfully. 

F. J. DE Prume, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Morhardt, P. E.: Hepatosplenography (L’hépato- 
splénographie). Presse méd., Par., 1932, xl, 1695. 
Morhardt discusses the efforts being made to 
obtain satisfactory X-ray shadows of the liver and 
spleen by the method of Radt, which consists in the 
intravenous injection of thorotrast, a preparation 
with a 25 per cent content of metallic thorium 
(thorium dioxide). This diagnostic method is being 
used to avoid the poorly defined shadows pre- 
viously obtained by gastrocolic insufflation and 
pnheumoperitoneum. 

It is recommended that, the initial dose be not 
more than 10 ctgm. per kilogram of body weight as 
this will allow an estimation of the patient’s toler- 
ance. Subsequent doses of from 30 to 40 ctgm. per 
kilogram of body weight may then be given. The 
total dose should not exceed 75 ctgm. per kilogram 
of body weight. The thorotrast should be diluted 
in nine times its volume of 5 per cent glucose so- 
lution and given very slowly at body temperature. 

The immediate effect of the injection is very 
slight, but when large doses are given they may be 
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followed later by signs of intolerance such as head- 
ache, chills, vertigo, elevation of the temperature, 
cedema of the glottis, urticaria, and diarrhoea. 
These can be prevented by giving divided doses 
with care. 

It is found that the thorium leaves the blood very 
rapidly, as a few minutes after the injection slight 
shadows of the kidneys and other organs can be 
seen. However, in a short time most of it is fixed in 
the liver and spleen. Its elimination is extremely 
slow. In animals, shadows can be obtained as long 
as two years after the injection. 

Histological studies demonstrate that the thorium 
accumulates in the cells of the reticulo-endothelial 
system with a few scattered crystals in the hepatic 
cells, the splenic pulp, and the malpighian corpuscles. 

There is considerable discussion as to whether 
thorotrast has a stimulating or a depressing effect 
on the reticulo-endothelial system, but apparently 
dosage plays a part in the variation of the results. 
In diffuse affections of the liver and spleen, icterus, 
advanced cirrhosis, leukaemia, hemorrhagic states, 
infections, and asthma, the injection may be 
attended by special danger. 

In physiology, observations have been made by 
this method with regard to changes occurring in the 
spleen following the administration of adrenalin and 
ephedrin and the changes of volume in the right lobe 
of the liver under the influence of fever, heat, cold, 
adrenalin, histamin, avertin, and carbon dioxide. 
The procedure has been used also to define the 
placental outline in pregnant mice. 

In pathology, the method shows the outline of 
cysts and hemangiomata of the liver and spleen, 
and makes it possible to differentiate calcified sub- 
phrenic abscess and affections of the pancreas. 
Absence of a shadow may occur in advanced 
cirrhosis, neoplastic infiltration, and leukemia. 

In the cases of young and seriously ill persons, the 
method has disadvantages, but in the cases of aged 
persons it is particularly useful to obviate explora- 
tory laparotomy. With further progress and ob- 
servations as to dosage and indications, it promises 
to become of importance in diagnosis as well as in 
physiology and functional anatomy. 

A bibliography is appended. 
Marsu W. Poors, M.D. 


Pascale, G., and Chiarello, A. G.: Chronic Hepati- 
tis Including the Cirrhoses (Le epatiti croniche 
comprese le cirrosi). Riforma med., 1932, x\viii, 
16006. 


The authors call attention to the importance of 
the many different tests which may be used in the 
differential diagnosis of jaundice. They state how- 
ever, that in spite of these tests, exploration is 
often necessary to determine the cause of jaundice. 
Not infrequently, stones and other obvious causes 
of obstruction are absent. Under such circum- 
stances biopsy often reveals a characteristic inter- 
stitial hepatitis with profound changes in the 
parenchymatous and Kupffer cells. The question 
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then arises whether the hepatitis or an obstructive 
choledochitis was the primary lesion. Regardless 
of the nature of the primary lesion, drainage has 
proved of value in the large majority of such cases. 
The cholecystostomy probably relieves the back- 
pressure of the bile and the subsequent degeneration 
of the liver. The authors report cures in about 50 
per cent of cases of acute yellow atrophy in which 
drainage was established. 

In the surgery of hepatic cirrhosis progress has 
been exceedingly slow. The Talma-Morison opera- 
tion and its modifications to relieve the portal cir- 
culation have proved of some benefit, especially 
when they have been performed early, but as a 
rule they are done too late. Splenectomy has not 
proved of advantage in portal cirrhosis. Vein 
anastomoses have been beneficial when peripheral 
veins have been used. Ligation of the hepatic vein 
to diminish the blood supply to the liver has been 
suggested by Moynihan to reduce the proliferation 
of the connective tissue. 

The authors review briefly the so-called hepato- 
splenic syndrome and other types of cirrhosis to 
which surgery has been applied. 

A. Louts Rost, M.D. 


Simon, J.: Pyopneumocholecystitis and Its Roent- 
genological Diagnosis (La pyopneumocholécyste 
et son diagnostic radiologique). Presse méd., Par., 
1932, xl, 1938. 

Pyopneumocholecystitis or gangrenous cholecys- 
titis with gas in quantity is uncommon, and from a 
survey of the literature the author concludes that 
its roentgenographic image has not been described 
heretofore. A case similar to the case herewith 
described by Simon was reported by -Kirchmayer, 
but in Kirchmayer’s case no roentgenological ex- 
amination was made. 

The author’s patient was a man thirty-two years 
of age. In February, 1930, he was operated on for 
peptic ulcer of the stomach. A typical resection of 
the stomach was followed by recovery in ten days. 
In the beginning of November, 1930, after chilling, 
the patient began to suffer intense and acute pains 
in the right hypochondrium. When these pains 
0 gu and vomiting began he was taken to the 
clinic. 

Clinical examination revealed a muscular con- 
traction in the hepatic region. Palpation was very 
painful, but disclosed no pathological resistance. 
The Blumberg sign was positive. The temperature 
was 39.3 degrees C., and the pulse 120. The patient 
stated that from the beginning of the illness he 
had had intense pain in the right shoulder. The 
phrenic nerve was painful on palpation, and the 
right pupil was larger than the left. 

The clinical diagnosis of acute cholecystitis was 
uncertain as it was possible that a subphrenic 
abscess had developed after the gastric resection. 
Roentgenoscopic examination revealed a subhepatic 
hydro-aéric image, the size, shape, and localization 
of which suggested a distended gall bladder. In the 
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roentgenogram this was clearly seen to be the gall 
bladder filled with gas and fluid. The gas was not 
only in the lumen of the gall bladder, but also in its 
wall, which was entirely impregnated and showed a 
very clear outline at the bottom of the fluid. 

Examination of the digestive tract showed the 
typical picture of a resected stomach, the anastomo- 
sis, and the entire small intestine. There was no 
evidence of disease. The large intestine, examined 
by means of a barium enema, presented no abnor- 
mality except a slight depression in the region of the 
gall bladder which, on this occasion, was visible 
without fluid and not at its normal level because the 
roentgenogram was taken with the patient in dorsal 
decubitus with the ampulla below. 

As no abnormal communication between the in- 
testine and the gall bladder could be discovered, the 
roentgenological diagnosis was pyopneumocholecys- 
titis resulting from acute gangrenous cholecystitis 
with gas in quantity. The most important sign was 
the infiltration of the gall-bladder wall by gas. 

The next day another roentgenological examina- 
tion was made as the patient’s condition was im- 
proved and operation did not seem urgent. On this 
occasion the remains of the opaque enema could be 
seen between the entirely normal folds of the 
mucosa. Gas was still present in the lumen of the 
gall bladder, the size of which had continued to 
increase. The gaseous infiltration of the wall of the 
gall bladder was more extensive, penetrating into 
the subserous connective tissue of the neck of the 
gall bladder. 

Clinical improvement permitted another roentgen 
examination five days after the first one. ‘he 
infiltration of the gall-bladder wall was still more 
marked. The wall was found partially destroyed 
with the formation of more or less thick flaps. Here 
and there the mucosa and even the whole wall were 
absent. Operation was then considered urgent. 

When the peritoneal cavity was opened by the 
typical incision for cholecystectomy, gas escaped 
and purulent biliary fluid with a foetid odor flowed 
out. Cholecystectomy was performed. The patient 
recovered in nineteen days. 

The diagnosis based on histological examination 
was gangrenous cholecystitis and cholelithiasis. 
Bacteriological examination showed  sporulated 
anaérobes in the fluid from the peritoneal cavity as 
well as in that from the gall bladder. 

With regard to the origin of the infection of the 
biliary ducts the author states that without doubt 
the conditions which favored the development of 
these anaérobes and allowed them to become 
pathogenic were prepared in advance by the lithiasis 
or the chronic infectious changes of an enterohepatic 
syndrome. Pace. 


Kirklin, B. R.: Cholecystographic Diagnosis of 
Neoplasms of the Gall Bladder. Am. J. Koent- 
genol., 1933, xxix, 8. 


Most cases of cholecystic disease are comprised in 
the designation “chronic cholecystitis,” and despite 
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variation in their causes, produce fairly uniform 
clinical, roentgenological, and pathological manifes- 
tations. Cholecystography, upon which most re- 
liance is placed in roentgenological investigation of 
the gall bladder, is primarily a test of function. When 
sufficient function is maintained to produce a shadow 
of the cholecystographic compound, the examination 
becomes comparable to that of the stomach and 
duodenum with the opaque meal. By this method 
hour-glass deformity and certain anomalies such as 
incisura, diverticulum, and double gall bladder can 
be shown. 

Of more than 17,000 gall bladders surgically re- 
moved at the Mayo Clinic, papillomata were found 
in 8.5 per cent. Adenomata, fibromata, myomata, 
and mixed varieties of tumors are also encountered. 
Of the malignant growths, sarcomata are extremely 
rare, but statistics indicate that carcinomata of the 
gall bladder constitute from 5 to 7 per cent of all 
carcinomata found at autopsy. 

In 51 cases the diagnosis of papilloma was made. 
Fifteen of the patients have been operated on, not 
merely because of the roentgenological diagnosis, 
but also because of the clinical features. In 14 cases 
the diagnosis was confirmed. In 1 case, only small 
cholesterin stones were found. 

Many of the cholecystographic manifestations of 
papillomata may be imitated by those of small 
cholesterin gall stones. However, gall stones usually 
change their situation and tend to become grouped 
closely as the gall bladder contracts, as a rule they 
are faceted and angular in outline. They often have 
a dense deposit of calcium on their surface, and are 
less clearly translucent than papillomata. 

Kirklin studied also other benign tumors of the 
gall bladder. In the five years from 1927 to 1931 
inclusive, 71 proved cases of benign tumor of the 
gall bladder other than papilloma were seen at the 
Mayo Clinic. Of 47 cases of adenoma examined by 
cholecystography, the gall bladder was revealed by 
a dye shadow of normal density in 23 and by a faint 
shadow in 9. 

In the diagnosis, the size, form, situation, trans- 
lucency, and number of defects were considered in 
the light of the morbid anatomy of benign tumors, 
especially adenomata. With the exception of the 
number of defects, all of these factors varied with 
the angle of roentgenography. 

Because they are small, adenomata are seen to 
best advantage and often are visible only at the 
twentieth hour, when the gall bladder is well con- 
tracted. Their differentiation from cholesterin 
stones and papillomata may be difficult. 

Sarcomata of the gall bladder are unusual. Before 
the use of cholecystography only 1 proved case of 
lymphosarcoma was seen at the Mayo Clinic. 

Primary carcinoma of the gall bladder occurs 
chiefly in women. Like carcinoma elsewhere, it 
occurs most frequently in the later decades of life. 
Of more than 200 cases of primary carcinoma of the 
gall bladder operated upon at the Mayo Clinic, gall 
stones were found in 65 per cent. 
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From the standpoint of morbid anatomy, the 
similarity of carcinoma of the gall bladder to car- 
cinoma of the stomach is striking. Therefore it is 
reasonable to expect that on examination with 
opaque media the roentgenological manifestations 
of carcinoma of the gall bladder will be entirely com- 
parable to those of gastric carcinoma. 

In the five-year period from 1927 to 1931, 61 
primary carcinomata of the gall bladder were found 
at operation at the Mayo Clinic. Only 16 of the 
patients had a cholecystographic examination. In 
1 case the shadow of the gall bladder was of normal 
density and apparently free from defects. In 
another, normal function was preserved, but mul- 
tiple stones were exhibited. In the remaining 14 
cases no shadow of the gall bladder appeared al- 
though gall stones were manifest in 7. 

In conclusion the author states that while the 
material presented in this article is too small to 
warrant absolutely positive deductions, it appears 
that in cases of uncomplicated gall stones not only 
the demonstration but also the diagnosis of papil- 
loma and adenoma is often possible. Occasionally 
even the demonstration and identification of car- 
cinoma are possible. Therefore when the examiner 
observes a defect with a diameter of more than 2 
cm. and an irregular internal border he should not 
fail to take carcinoma into consideration. Such 
findings are most likely to be made in the course of 
cholecystography performed routinely regardless of 
the clinical history, for after the development of 
marked symptoms the carcinomatous gall bladder 
is almost never visualized with the dye. 


Schmieden, V., and Niessen, H.: Diseases of Stone- 
Free Extrahepatic Bile Ducts (Die Erkrankungen 
der steinfreien extrahepatischen Gallenwege). Ver- 
handl. d. deutsch. Gesellsch. f. innere Med., 1932, p. 
302. 


Schmieden discusses bile stasis, the ‘“‘stasis gall 
bladder,” and white bile. He states that in the 
extrahepatic system there occur slight or transitory 
disturbances which may be considered as compensa- 
tory stasis. They do not cause backing up of bile 
into the blood, but may be the beginning of subse- 
quent serious diseases. 

Schmieden first discussed his conception of the 
stasis gall bladder, which he considers a functional 
disturbance and a not entirely aseptic precursor of 
stone formation. In addition to mechanical factors, 
dysfunctional states of the entire duct system may be 
responsible for delay in the transportation of the 
bile and acute obstruction (pseudo-stone attacks). 
It is incorrect to identify the stasis gall bladder with 
beginning inflammation, just as it is incorrect to re- 
gard the affected patient as a vagotonic neuras- 
theniac. The so-called “papillary” or ‘‘strawberry”’ 
gall bladder has recently been considered a fore- 
runner of stone formation. Schmieden warns against 
indiscriminate removal of the gall bladder as this 
organ is by no means a dispensable or rudimentary 
structure. According to Aschoff, it is rather to be 
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considered the pressure regulator of the extra- 
hepatic bile system. By means of the duodenal tube 
and cholecystography the active function of the gall 
bladder in certain phases has now been proved. In 
spite of our knowledge of the sphincter of Oddi, the 
sphincter of the cystic duct, and the active partici- 
pation of the gall bladder itself, the emptying 
mechanism of the extrahepatic bile ducts still pre- 
sents many problems. The author refers to the 
clinical picture of dyskinesia of the gall bladder de- 
scribed by Westphal, which is attributed to mal- 
function of the sphincter of Oddi, and to Schoen- 
dube’s assumed causes thereof: disturbances of the 
psyche, of the internal secretions, or of the sym- 
pathetic nervous system. Undoubtedly all of these 
processes may be considered the beginning of 
cholelithiasis. 

Schmieden emphasizes that he distinguishes 
spastic occlusion of the cystic duct from that of the 
sphincter of Oddi, and does not consider the former 
uncommon. One must assume that both types, 
isolated cystic duct occlusion and common duct oc- 
clusion, may occur separately, but they may occur 
also in combination. Cholecystectomy as treatment 
for painful bile stasis has been abandoned. If the 
occurrence of spastic colics in the common duct is 
proved, the surgeon should carefully dilate the 
ampulla through a choledochotomy, proceeding 
gradually and cautiously. Rapid, violent dilatation 
may be followed by recurrence and cicatrization. 
The first aim of medical treatment should be to cure 
beginning cases of ‘‘spastic cholepathy” before 
secondary anatomical changes occur. This may re- 
quire a very individualized attack. In closing his 
discussion of bile stasis, Schmieden points out that 
the end stages of this condition with jaundice from 
long-standing occlusion are still referred to the sur- 
geon too late. In icterus gravis, even in the absence 
of other alarming symptoms, the maximal period of 
permissible delay is three weeks. 

White bile is not related to true bile. It isa mucus 
produced by the bile ducts when, as the result of 
occlusion of the cystic duct or ampulla with loss of 
the resorbing power of the gall bladder, the mucus 
from the gall bladder cannot be absorbed. In the 
treatment, only relief of the obstruction may be 
considered (sidetracking to the outside, the forma- 
tion of an internal fistula, the removal of an occlud- 
ing stone, or the radical extirpation of a tumor). 

Of the malformations and anomalies, total absence 
of the gall bladder is not very common, but is seen 
occasionally. True reduplication of the gall bladder 
is very rare in man, whereas direct communications 
between the gall bladder and the intrahepatic bile 
ducts are relatively common. The “parenchymal 
bladder’’ embedded in the liver is of less clinical im- 
portance than the freely movable wandering or 
pendulous gall bladder which may give rise to inter- 
mittent bile obstruction or to torsion. Finally, 
reference is made to congenital dilatation of the com- 
mon duct and abnormalities in the lower portion of 
that duct. 


After removal of the gall bladder there is no true 
regeneration. From a long cystic duct stump there 
may be formed a structure resembling a gall bladder 
which may readily become the source of various 
types of disturbances. Therefore this duct should 
be carefully dissected and removed close to the 
common duct. After removal of the pressure regu- 
lator there is an adaptation by the duct system. At 
first the tone of the sphincter of Oddi becomes de- 
creased, but later it increases again and causes re- 
sumption of rhythmic evacuation. Extirpation of 
the gall bladder is followed by a dilatation of the 
common duct which should not be mistaken for a 
diseased condition of the duct. Occasionally 
Schmieden has seen severe postoperative disturl)- 
ances which suggest inadequate adaptability and 
persistence of the dyskinesia (spasmophilia) of the 
sphincter of Oddi. When medical treatment fails, 
these disturbances may require surgical dilatation of 
the ampulla. Today it is as necessary to warn 
against removal of the gall bladder in the absence of 
indications for it, as formerly it was necessary to 
warn against needless gastro-enterostomy. At every 
cholecystectomy is should be remembered that 
accessory bile ducts running from the liver bed to the 
gall bladder are not infrequent, and that there- 
fore routine closure of the abdomen without drain- 
age is inadvisable. Of the internal biliary fistulw, 
Schmieden prefers cholecystogastrostomy. In dilat- 
ing the ampulla a technically correct dilatation up 
to a No. 24 to 30 Charriére sound gives the best re- 
sults. For the correction of defects in the common 
ducts the Goetze duodenal lappet plastic operation 
is recommended. For biliary fistula, replantation 
(changing the external fistula into an internal one) 
is suggested. 

Because of the protected position of the bile ducts, 
injuries of these ducts are relatively infrequent. In 
addition to open injuries, subcutaneous injuries play 
a particular réle. The clinical picture and the dil- 
ferential diagnosis are discussed briefly, and it is 
emphasized that treatment can be only surgical. 
The primary objects must be to assure the outilow 
of bile into the bowel and prevent an intraperitoneal 
accumulation of bile. In the most severe cases the 
surgeon must be satisfied to deflect the bile to the 
outside and delay the final correction until the gen- 
eral condition has improved. 

The gall bladder is involved most frequently by 
tumors. In the common duct the most common site 
of tumors is the ampulla. The frequency of simul- 
taneous stones and carcinoma (in the literature as 
high as 94 per cent) is mentioned. Early operation 
for gall stones may prevent carcinoma to a certain 
extent. Papillomata of the gall bladder and the 
ducts may simulate stone colic. They may also be 
the cause of dyskinesia. Therefore, if medical treat- 
ment fails, operation should be performed because 
papillomata are precancerous. Carcinomata of the 
bile ducts are not particularly malignant and grow 
slowly. Accordingly, their early recognition is im- 
portant. 
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Among the parasitic diseases those due to echino- 
cocci and ascarides are briefly described. After re- 
ferring to the control of cholemia by calcium prep- 
arations and particularly by blood transfusion, 
Schmieden emphasizes that too protracted con- 
servative treatment is dangerous. If conservative 
treatment does not produce a satisfactory result or 
clarify the clinical picture in a reasonable time, an 
early exploratory laparotomy is definitely indicated. 
Cotmers (Z). 


Mushin, M.: Urinary Diastase in Acute Pancrea- 
titis. Australian & New Zealand J. Surg., 1932, 
ii, 133. 

The usual tests for the detection of pancreatic 
insufficiency are concerned with mydriasis, changes 
in the feces, and changes in the urine. The results 
of Loewe’s mydriatic tests were found inconstant 
and inconclusive. Examination of the faces was 
abandoned because of the elaborate technique in- 
volved. Examination of the urine for diastase gives 
constant results in a minimal length of time. 

In the urinary diastase test performed in the cases 
reviewed by the author, 1 c.cm. of normal saline 
solution was added to each of 5 or more numbered 
test tubes. To the first tube 1 c.cm. of urine was 
then added. One cubic centimeter of this diluted 
specimen was then added to the second test tube and 
so on down the series. This resulted in urine dilu- 
tions of 4, 4, %, 1/16, 1/32,andsoforth. Toeach test 
tube 2 c.cm. of a o.1 per cent starch solution were 
next added. All of the test tubes were then placed 
in an incubator at 37 degrees C. for thirty minutes. 
At the end of that time cold water was added to each 
to retard further digestion. This was followed by a 
few drops of tincture of iodine. The end-point of 
the test was shown by a reddish-brown color im- 
mediately preceding the test tube in which a bluish 
discoloration was present. The result was calculated 
in Wohlgemuth units of diastase. A Wohlgemuth 
unit of diastase is the number of cubic centimeters 
of a o.1 per cent starch solution which are digested 
by 1 c.cm. of urine in thirty minutes at a tempera- 
ture of 37 degrees C. 

In a series of 140 patients with either a medical or 
a surgical condition unrelated to the biliary ducts 
the diastase content of the urine ranged between 2 
and 32 units. In the majority it averaged 1o units. 

Of 2 patients with symptoms suggesting acute 
pancreatitis but with a normal diastase content in 
the urine, one had a perforated gangrenous gall 
bladder and the other a ruptured ameebic abscess of 
the liver. Of 26 patients'with proved pancreatitis 
whose urine was examined for Wohlgemuth units of 
diastase, all except 1 showed a diastase value be- 
tween 50 and 4,100 units. Values under 100 units 
were found in the cases of only 27 per cent. 

In experiments on dogs and cats there was a con- 
stant increase in the urinary diastase following the 
experimental production of acute pancreatitis. 

The diastase reading was found to have no relation 
to the immediate prognosis of acute pancreatitis. 
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diastase usually fell to normal by about the third or 
fourth day after operation. Cases in which decom- 
pression of the biliary tract was incomplete or 
deferred showed a definite lag in the progressive 
decrease. Accordingly there seems to be a relation- 
ship between the degree of biliary decompression 
and the urinary diastase index. 

In 7 cases the diastase index of the peritoneal 
fluid was about half that of the urine. 

In spite of the occasional report of a case of acute 


‘ pancreatitis with a normal urinary diastase content, 


the author believes that whenever 50 or more 
Wohlgemuth units are found in the urine a provision- 
al diagnosis of acute pancreatitis will be confirmed 
at operation. J. Epwin Kirkpatrick, M.D. 


Benedetti-Valentini, F.: Pentastomiasis of the 
Spleen (Pentastomiasi splenica). Ann. ital. di 
chir., 1932, xi, 1085. 

The author reports a case of pentastomiasis of 
the spleen which he believes to be the first in which 
the pentastoma produced, in the human body, 
lesions and subjective disturbances leading to ex- 
ploratory laparotomy followed by ablation of the 
diseased organ. 

The patient was a girl sixteen years of age who, 
at the age of seven years, had suffered from abdomi- 
nal pain on the left side which was often accom- 
panied by nausea and vomiting. Later she suffered 
from bronchitis and urinary frequency with the 
excretion of turbid urine. Forty days before her 
admission to the hospital she had an attack of 
abdominal pain which was attributed to acute 
appendicitis. Operation was delayed, but finally a 
slightly inflamed appendix was removed. The 
wound healed normally. Soon after the operation 
recurring pain began in the left side of the abdomen. 
Examination of the urine revealed only a few 
leucocytes and a trace of albumin. These dis- 
appeared under treatment with urinary antiseptics. 
Throughout the time the patient was in the hospital 
a daily evening rise in the temperature was noted. 
The spleen was palpable one fingerbreadth below 
the costal margin. Its upper limit of dullness ex- 
tended to the seventh interspace and the midaxillary 
line. A skin test with Koch’s old tuberculin was 
+ +. No evidence of tuberculosis was found in the 
urinary tract. The erythrocyte count was 4,200,000 
and the leucocyte count 10,000. The hemoglobin 
was 70 per cent. 

X-ray examination of the abdomen disclosed a 
group of small shadows which, after the induction 
of pneumoperitoneum, were demonstrated to lie in 
the spleen. As the patient’s brother and father had 
been tuberculous, a diagnosis of tuberculosis of the 
spleen was made. 

At exploratory operation the spleen was found to 
be the only organ affected. Splenectomy was done. 
No perisplenitis was found, but beneath the capsule 
of the spleen were multiple small white nodules. 
Complete recovery followed the operation. 


After the initial high figure the amount of urinary © 
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The spleen weighed 183 gm. and measured 12 by 
7.5 by 3 cm. It was a rose-purple. It contained 
many white, round, miliary bodies, some of which 
were soft and others calcified. The calcified bodies 
were the calcified larve of pentastoma denticulatum 
of linguatula rhinaria canis. 

The article is concluded with a discussion of the 
life history, morphology, and classification of the 
arthropods and a review of the literature on the 
methods of human infection and the abdominal 
extension of the infection. Sprep, M.D. 


MISCELLANEOUS 


Merger and Leuret: Congenital Diaphragmatic 
Herniz. A Contribution to Their Pathological 
and Clinical Study (Hernies diaphragmatiques 
congénitales. Contribution 4 leur étude patho- 
génique et clinique). Gynéc. et obst., 1932, Xxvi, 399. 


Congenital diaphragmatic hernie with a sac 
should be classified separately from those without a 
sac. 

With regard to those without a sac, the embryonic 
hernie, there are two theories. According to one 
theory, these hernie are due to anomalies occurring 
very early (probably before the second month) in 
the situation of the digestive viscera and causing 
secondary anomalies of the diaphragm the extent of 
which is determined by the more or less large size of 
the ectopic viscera (the old theory of Cruvelhier). 
According to the other theory, the anomaly, which 
is always early, is a primary defect in the diaphragm 
with secondary involvement of the viscera after the 
establishment of respiration. 

The hernie with a sac, which develop later and 
are much less frequent, are true fetal hernie pro- 
duced by the usual mechanism of hernia formation 
—engagement of the viscera through a zone where 
the muscle is not developed. In such hernie the 
diaphragmatic malformation is evidently primary. 

Clinically, congenital diaphragmatic hernie may 
be divided into the following three groups: 

1. Herniz which are immediately fatal. These 
can be diagnosed clinically before death and are the 
herniz seen by the obstetrician. 

2. Delayed herniz. These also are serious, but 
are rare. They are recognized in the first months of 
life. Surgical intervention is indicated only rarely. 
These hernie are found by the pediatrician. 

3. Latent hernie discovered late. A clinical 
diagnosis is impossible. Roentgen-ray examination 
is essential for recognition of the condition and for 
the determination of the operative conditions. The 
decision to operate should be made with the same 
care as in cases of traumatic hernia. 


Sénéque, J., and Gosset, J.: Operative Indications 
in the Acute Abdominal Syndrome in the 
Course of Purpura (Les indications opératoires 
dans le syndrome abdominal aigu au cours du pur- 
pura). Presse méd., Par., 1932, xl, 1881. 


The authors reviewed 145 cases of purpura with 
an acute abdominal syndrome which have been 


reported in the literature. They included in their 
study only cases in which the syndrome developed 
in the course of purpura regarded as primary—ful- 
minating purpura, in the course of which abdominal 
disturbances are very rare; rheumatoid purpura, the 
type most frequently described; and chronic pur- 
pura, which in France is regarded as hematogenic. 

The syndrome developed in two-thirds of the 
cases of purpura in males and one-third of the cases 
in females. 

Eighty-nine of the 145 patients were between the 
ages of five and twenty years. In the cases of in- 
fants the rarity of purpura in the very young is of 
importance in the differential diagnosis. 

The purpuric syndromes seem in general to be of 
spontaneous or infectious origin, but in one case 
reviewed by the authors purpura complicated by 
abdominal pain and vomiting was due apparently 
to a traumatic cause, the resorption of a large 
hematoma. In this connection the authors cite the 
fact that Silbermann was able to produce purpura in 
dogs by injecting filtered autogenous blood. 

Preceding or following the cutaneous eruption, 
purpura may appear in the region of the intestine 
in the form of spots disseminated on the parietal 
peritoneum, the intestinal subserosa, or the mucosa, 
or in the form of confluent spots ending in the forma- 
tion of a hematoma. The hematoma may act as a 
foreign body, disturb peristalsis, and bring about 
invagination which may go on to perforation. 

The acute abdominal syndrome is a triad con- 
sisting of pain, vomiting, and melena. The most 
constant of these symptoms is pain. Pain occurred 
in 142 of the 145:cases reviewed, vomiting in 130, 
and melena in 110. In 18 cases palpation revealed 
an abdominal tumor. On the basis of the symptoms, 
the cases may be divided into the following 4 groups: 

Group 1, the typical painful abdominal syndrome. 
Among the cases reviewed there were 110 of this 
type. In the typical case an adolescent, usually a 
boy, developed arthralgia of the knee or the tibiotar- 
sal or radiocarpal joints without any preceding 
symptoms. Slight swelling was often noted. At 
the end of several hours or days the eruption ap- 
peared on the limbs, chiefly on the flexor surfaces, 
and the diagnosis of rheumatoid purpura was made. 
The eruption often extended to the abdominal wall 
and the genital organs. In some cases it became 
generalized. Then suddenly, severe abdominal pains 
of the colic type developed. These were accom- 
panied by reflex vomiting. In the following hours 
bloody stools were passed. Palpation usually re- 
vealed pain which was generally periumbilical or in 
the right iliac fossa. In some cases, in the absence 
of complications, a tumor suggesting intestinal invag- 
ination, could be perceived in one of the iliac fosse. 
The temperature was generally below normal (about 
38 degrees C.) and the pulse about 100. The blood 
often showed a hyperleucocytosis with a polynu- 
cleosis. Under treatment with diet, opiates, and the 
application of an ice bag to the abdomen these 
phenomena usually yielded. However, in the follow- 
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ing days, recurrence was the rule. Sometimes there 
were as many as 10 attacks. The painful abdominal 
syndrome with successive attacks must be considered 
the most typical form. 

Group 2, the acute painful abdominal syndrome 
and peritoneal purpura; appendicular type. When 
the cutaneous eruption is lacking, when there is pain 
in the periumbilical region and the right iliac fossa, 
when there is vomiting without bloody stools, and 
when there is stoppage of gas with sensitiveness to 
pressure in the appendicular region, the diagnosis of 
appendicitis is apt to be made and operation advised. 
In the cases reviewed by the author there were 10 
operations for appendicitis or peritoneal purpura. 
Some contend that there are cases of purpuric 
appendicitis. 

Group 3, the acute painful abdominal syndrome 
with intestinal invaginations. When the sympto- 
matic triad consists of pain, vomiting, and bloody 
stools, the difficulty of differentiating between pur- 
pura and invagination is apparent, especially as 
peri-intestinal hematoma may be complicated by 
true invagination. An abdominal tumor was noted 
in 18 of the 145 cases reviewed, but invagination 
was found at operation in only 8 of the 18. There- 
fore this sign is only of relative value. The ad- 
ministration of a barium enema under the fluoro- 
scope will aid in determining whether invagination 
complicates the abdominal purpura. Of 16 cases of 
known invagination occurring in the course of pur- 
pura, the invagination was limited to the small intes- 
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tine in 5. Thirteen of the sixteen patients were operated 
upon. Of the 3 who were not operated upon, 2 died 
and 1 recovered. Of the 13 who were operated upon, 
7 recovered and 6 died. The postoperative prognosis 
is darkened by the chance of recurrence. 

Group 4, acute purpuric, painful abdominal syn- 
drome and intestinal perforation. In certain cases 
the intestinal purpuric spots may develop toward 
gangrene and perforation. In the cases reviewed 
they were sometimes solitary and sometimes dis- 
seminated. They were located on the duodenum, 


‘the small intestine, the colon, or the stomach. 


Eight patients died. Fiolle’s patient who had a 
perforation of the small intestine in the course of a 
hematogenic purpura and was treated by intestinal 
resection was the only one to recover. 

Of the 145 cases reviewed, tos were mild and not 
operated upon. In the latter there were 13 deaths, 
a mortality of 12.1 per cent. In 40 cases operated 
upon, there were 10 deaths, a mortality of 20 per 
cent. The higher mortality in the latter group may 
have been due to the severity of the cases, which 
included 10 of appendicitis, 15 of simple parietal 
hemorrhages, and 15 of invaginations or perfora- 
tion. 

In conclusion the authors state that while the 
surgeon may be inclined to operate in order to 
prevent non-recognition of gangrenous appendicitis, 
invagination, or perforation, the number of purely 
exploratory laparotomies should be reduced as 
much as possible. Pace. 
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UTERUS 


Koster, H.: On the Supports of the Uterus. Am. J. 
Obst. & Gynec., 1933, xxv, 67. 


The author states that the name “‘ligament”’ ap- 
plied to any structure existing in the base of the 
broad ligament, surrounding or near the uterine ves- 
sels, and extending from the cervix out to the lateral 
pelvic wall is a misnomer and misleading. The 
uterus cannot depend for support on the structures 
designated as the “‘Mackenrodt,” “cardinal,” “‘utero- 
pelvic,” and “‘infundibulopelvic” ligaments any more 
than it can depend for support on any or all of the 
tissues to which it is attached. The explanation of 
the development of prolapse and its cure can no 
longer include a consideration of these so-called 
ligaments, and operations designed for the cure of 
prolapse of the uterus by shortening the so-called 
cardinal, Mackenrodt, uteropelvic, or infundibulo- 
pelvic ligaments have no rational basis. 

Epwarp L. Cornett, M.D. 


Dworzak, H.: A Contribution on the Problem of 
Large Uterine Cysts. Cysts of the Uterine Wall 
with Carcinoma (Ein Beitrag zur Frage der 
grossen Uteruscysten. Cyste der Uteruswand mit 
Carcinom). Arch. f.Gynaek., 1932, cl, 631. 


After reviewing the cases of uterine cysts reported 
in the literature and the theories regarding the gene- 
sis of such cysts, the author describes a large, uni- 
locular cyst with a diameter of 15 cm. which de- 
veloped from the lateral and anterior wall of the 
uterus. In the lower portion of the cyst wall, near 
the cervix, there were small single and conglomerate 
nodules. On the other side of the uterus there was a 
large myoma, and in the lower part of the cyst wall 
and of the uterus there were several smaller myom- 
ata. The cyst contained a reddish-brown pulta- 
ceous mass. On the internal surface its wall showed 
trabeculations and depressions. A cherry-sized 
polypoid structure contained a whitish pulp. The 
lower portion of the wall showed a warty contour 
and mucus-filled flat hollow spaces. 

Histological examination showed the cyst wall to 
consist of muscle covered with a single layer of 
cylindrical epithelium some of which was flattened. 
It disclosed also papillary carcinomatous prolifera- 
tions which were particularly numerous in the lower 
portion and had penetrated the wall and formed 
peritoneal metastases. The polypoid nodule con- 
sisted of connective tissue undergoing destruction 
with endometrioid proliferation, cholesterin and 
iron pigment. Similar endometrioid foci, some with 
hypertrophied muscle capsules, were found in the 
cyst wall and the wall of the uterus. The ovaries 
were not involved. 
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The author assumes that the origin of the neo- 
plasm was displaced epithelium of the muellerian 
ducts. RosBert MEYER (G). 


Keller, R.: Extension of Cervical Cancer to the 
Vagina (La propagation du cancer du col au vagin). 
Arch. franco-belges de chir., 1931-1932, Xxxiii, 590. 

Cancer of the uterine cervix spreads through the 
lymphatics and also by direct extension into adja- 
cent structures. In the vagina, the part adjacent to 
the cervix is the first involved. The lower part of 
the vagina is invaded only in the late stages of the 
disease, usually in cases of long-standing growths. 
Eventually the vagina is involved in every untreated 
cancer of the cervix. Such involvement occurs largely 
by direct extension. Lymphatic dissemination is of 
less importance although it seems to be more com- 
mon after X-ray and radium therapy. 

Involvement of the adjacent vagina must not be 
overlooked when surgical removal of the uterus is 
done for cancer of the cervix. The technique should 
include the removal of a generous cuff of the adja- 
cent vagina. 

It is not unusual to find cancer nodules in the 
vaginal vault several months after complete hys- 
terectomy for cancer of the cervix. These areas of 
cancer of the vagina should not be interpreted as 
recurrences as they probably represent a continua- 
tion of the development of tiny nests of cancer 
which were present at the time of the original opera- 
tion. Georce C. Frnota, M.D. 


Crossen, H. S.: Cancer of the Cervix Uteri: Some 
Pertinent Facts Concerning the Treatment. 
J. Am. M. Ass., 1932, xcix, 2149. 

The confusion which is inevitable after reading 
and listening to many of the discussions of cancer 
of the cervix therapy has engendered an unwarranted 
feeling of pessimism in regard to the cure of the 
disease. However, two fundamental facts should be 
borne in mind: (1) a considerable number of women, 
even though not treated until the cancer has reached 
an advanced stage, are cured by the treatment pos- 
sible today, and (2) cures are obtained without the 
high primary mortality which attended the treat- 
ment necessary to cure even early cases in former 
times. 

Unfortunately it is true that a multitude of worth- 
less remedies have been proposed and tried in the 
treatment of cancer in the last twenty years and 
hundreds of women have died while being treated 
with remedies which we now recognize as totally in- 
effectual. Of all of the methods of treatment pro- 
posed to cure cancer of the cervix, only two have 
withstood the test of time and can be considered 
reliable today. These are surgery and irradiation. 
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More than ten years ago Crossen and his asso- 
ciates adopted a policy of treating cancer of the 
cervix by irradiation, reserving operation for an 
occasional very early lesion. Their plan called for 
a maximum of irradiation at the outset of treat- 
ment. This consisted in giving as large a dose of 
the hard rays of radium as conditions would permit 
without extending the soft-ray slough into the blad- 
der or rectum, and then adding high-voltage roent- 
gen therapy as soon as it was safe. 

Despite a variety of opinions and changing meth- 


ods, the author and his group held for ten years to 


the plan of a massive attack at the beginning of 
treatment. This plan was adopted after careful 
consideration of the whole field of cancer therapy. 
In carcinoma of the cervix, several years of trial 
are required to determine the true curative value 
of any plan of treatment. A careful study of new 
plans of treatment as they were proposed during 
the ten-year trial period did not prove that they 
offered a better chance for cure. 

Today the author derives great satisfaction from 
the results he has obtained in cases of cancer of the 
cervix as some of the women who years ago had ex- 
tensive cancer of the cervix and seemed doomed to 
a cancer death are now well and entitled to a prog- 
nosis for a long life free from pain and distress. 
He presents briefly the case histories of eleven 
women treated for advanced cancer of the cervix 
from six to ten years ago who today are apparently 
cured. In conclusion he states that such results 
give justifiable cause for encouragement and hope 
in the war against cancer of the cervix. 

GErorGE H. GARDNER, M.D. 


Schmitz, H.: The Technique of Radiation Therapy 
in Uterine Carcinomata. Am. J. Obst. & Gynec., 
1933, XXV, IO. 


The tissue dose of irradiation for highly ana- 
plastic carcinomata of the uterus is probably from 
4 to 5 erythema skin doses. It is necessary to apply 
this dose uniformly throughout the true pelvic cav- 
ity. In his discussion of the methods employed the 
author includes the physical principles of irradia- 
tion therapy, the definition of the irradiation dose 
(the biological, termed the “threshold” skin dose, 
and the physical, termed the “r unit”), the time 
spacing of applications by the single and the frac- 
tional technique, the definition and determination 
of the wave length, and the measuring of the dose. 
The technique of the treatment is described and 
explained by illustrations showing the application 
of the equal intensity curve on a diagram of the 
pelvis drawn with calipers devised by the author. 

A description of a special Y-shaped intra-uterine 
brass filter is given. It is shown that the periphery 
of the uterus is practically surrounded by a gamma- 
ray dose of 5 threshold skin doses. The total dosage 
to attain this dose is 6,400 mgm. el. hrs. applied 
in 3 fractions at intervals of eight days. Since the 
introduction of this applicator, all fundus cancers 
are treated by irradiation. The irradiation dose for 
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portio and cervical canal cancers is 4,800 mgm. el. 
hrs. given in 3 applications in equally divided doses 
at intervals of eight days. The radium dose is 
always the same. Following or during the gamma- 
ray treatment, roentgen rays are applied until a 
tolerance skin dose has been given to each field. 
The number of fields is determined by the size of 
the pelvis, and the deep dose is calculated from the 
equal intensity curves. 

The indications and contra-indications to irradia- 
tion therapy are given, and the pre-irradiation prep- 
aration of the patient and the post-irradiation com- 
plications are described. 

Of 488 cases of primary carcinoma of the cervix, 
a five-year cure was obtained in 93 (109.14 per cent). 
According to clinical groups, the incidence of five- 
year cure in these cases was as follows: 


Clinical group Cases Five-year cure 
Cases % 
I 3g 28 80 
2 62 26 41.94 
3 222 36 16.36 
4 169 3 


When the cases are grouped in periods correspond- 
ing to improvements in the transformers and tubes 
employed and hence improvement in the deep doses 
of roentgen rays, the incidence of five-year cure was 
as follows: 


Period Cases Kv. Five-year 
cure 
% 
132 110 14.390 
1920-1921 77 140 18.38 
1922-1923 123 211 (single massive 20.32 


ose 
1923-1926 156 ait (fractional dose) 22.43 


As the radium dose was always the same, the 
improvement in the incidence of five-year good end- 
results was due entirely to improvement in the roent- 
gen therapy. Epwarp L. Cornett, M.D. 


Brunner, H.: Virulence Determinations Before 
Operation for Cancer of the Uterus, with Par- 
ticular Emphasis on the Change in Virulence 
After X-Ray Therapy (Virulenzbestimmungen vor 
der operativen Behandlung der Uteruscarcinome, 
unter besonderer Beruecksichtigung der Virulen- 
zaenderung nach Roentgenbestrahlung). Arch. f. 
Gynaek., 1932, cxlix, 702. 

This report is based upon eighty-six cases of car- 
cinoma of the uterus in which the virulence of the 
bacteria was investigated. Determinations of the 
virulence of the bacteria and bacterial counts made 
before and from six to eight weeks after X-ray ir- 
radiation in forty-five cases showed that bacterial 
virulence and bacterial counts do not always vary 
in the same manner after irradiation therapy and 
that therefore it is never possible to assume from 
changes in the number of bacteria that a corre- 
sponding change has occurred in the bacterial viru- 
lence. However, by means of the virulence test, the 


Re: 
)- 
n 
1e 
). 
to 
of 
ne 
iS. 
ad 
ly 
of 
n- 
be 
ld 
he 
of 
as 
la- 
cer 
ra- 
| 
me 
nt. 
ing : 
cer 
ted 
the 
be 
en, 
1ed 
OS- 
the 
at- 
ner 
th- 
the 
ted 
ave 
red 
‘ 
NG 


426 


author was able to demonstrate that in cases of 
tumor which were still operable the danger of post- 
operative infection and peritonitis could be reduced 
by pre-operative X-ray treatment. 

Women operated upon three weeks after X-ray 
therapy developed severe postoperative infections 
much more frequently than women operated upon 
from six to eight weeks after such treatment. From 
two to three weeks after irradiation therapy a pro- 
nounced leucopenia is often found and the results 
of the virulence test are usually unfavorable. At the 
time the author’s patients entered the hospital only 
half of them were suitable for operation from the 
bacteriological standpoint and in the stage of leuco- 
pznia only 15 per cent, whereas from six to eight weeks 
after roentgen therapy 66 per cent were suitable for 
operation from the bacteriological standpoint. 

In thirty-nine cases the material for the virulence 
test was taken from the cancer crater prior to the 
operation as well as from the operative wound during 
the operation. In sixteen cases with negative bac- 
terial virulence, Virulence Group A, the temperature 
rose above 38 degrees C. on an average of only three 
times. Fifteen cases in Virulence Group B had a 
temperature above 38 degrees C. on an average of 
eleven times. In thirteen of the latter healing occur- 
red by primary intention, and in two the healing of 
the abdominal wall occurred by secondary intention. 
Eight cases in Virulence Group C had an elevation 
of temperature above 38 degrees C. on an average of 
three or four times. In this group the abdominal wall 
healed by primary intention only twice and in one 
case death resulted from infection. 

WattHer Hannes (G). 


ADNEXAL AND PERIUTERINE CONDITIONS 


Turunen, A. O. I.: Intestinal Obstruction as a 
Complication of Diseases and Operations on 
the Internal Genital Organs (Ueber den Darm- 
verschluss als Komplikation von Krankheiten und 
Operationen der inneren Geburtsteile.) Acta obst. 
et gynec. Scand., 1932, xii, 421. 


During the period from 1921 to 1930, 3,052 cases 
of adnexitis were treated at the University Gyne- 
cological Clinic at Helsingfors. Intestinal obstruc- 
tion occurred in 12 (0.39 per cent). Therefore this 
complication is not so uncommon as has been 
assumed. However it is less common in adnexitis 
than in appendicitis, chiefly because of the difference 
in the extent of involvement of the small intestine 
by the adhesions surrounding the site of inflamma- 
tion. Intestinal obstruction seems to be most com- 
mon in cases in which the adnexitis has been present 
for some time, and as a rule is caused by string- 
shaped adhesions. 

Of 2,303 cases in which laparotomy was performed 
in the Clinic, early or late postoperative ileus 
occurred in 12 (0.52 per cent). In 11 cases it was 
caused by adhesions and in 1 case by invagination. 
Of the cases in which it was caused by adhesions, it 
followed an operation performed in the presence of 
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general peritonitis in 3 and an aseptic laparotomy in 
8. Of 1,003 aseptic laparotomies performed during 
the last five years, only 1 (0.10 per cent) was fol- 
lowed by ileus. During this period of time new 
methods of peritonization and a seroserous method 
of closing the peritoneal wound edges were em- 
ployed at the Clinic. It therefore appears that 
with the aid of these methods the incidence of 
postoperative adhesions and intestinal obstruction 
may be reduced. 

In the cases of intestinal obstruction complicating 
adnexitis the mortality was 41.7 per cent, whereas 
in those of postoperative ileus it was only 16.7 
per cent. The less favorable prognosis in the former 
is due to the difficulty in, and frequent delay of, 
diagnosis and to _ postoperative complications 
caused by the primary gynecological condition. 

The author reports also 2 cases of intestinal ol- 
struction with tumors of the genital organs. 


Shaw, W.: Ovarian Carcinomata. J. Obst. & Gynoc. 
Brit. Emp., 1932, xxxix, 816. 

Shaw reviews 77 cases of ovarian carcinoma found 
among 300 cases of ovarian tumor and cites the 
figures of other gynecologists which show the high 
incidence of malignancy in tumors of the ovary. 
Of 56 operable tumors in his cases, 17.8 per cent 
were secondary or coincident malignancies and 32.1 
per cent were related histologically to pseudomuci- 
nous cystadenoma. Malignant degeneration of a 
pre-existing benign tumor was very rare. 

The following classification of malignant ovarian 
tumors is given with descriptions of the gross and 
histological characteristics of each type: 

Papillomatous tumors: 

a. Malignant cystadenoma serosum papillare. 
b. Malignant serous papillomatous tumors. 
c. Malignant glandular papillomatous tumors. 

Malignant pseudomucinous tumors: 

Type 1. Malignant pseudomucinous cystade- 
noma. 

Type 2. Glandular form. 

Type 3. Malignant papillomatous pseudomuci- 
nous cystadenoma. 

Solid and glandular carcinomata of the ovary. 

Atypical solid carcinomata: 

a. Granulosa-cell tumor. 
b. Malignant thyroid tumor. 
c. Carcinosarcomatosis of the ovary. 

Metastatic carcinoma of the ovary (mentioned 
most often in reports based on autopsy material). 

Krukenberg tumors. 
Atypical Krukenberg tumors. 

In 3 cases with coincident carcinoma of the uterus 
and ovaries a careful study of serial sections was 
made. Carcinomata of the uterus and ovaries are 
not infrequently associated. When they arise mu!ti- 
centrically, the uterine growth probably appears 
first and the first evidence of change in the ovary 
is the appearance of simple benign cystomata. 

Following a discussion of the spread of carcino- 
mata of the ovary and the symptoms, the author 
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reports the results in the cases he reviews. He states 
that patients who are untreated rarely live longer 
than one year. Asa rule X-ray treatment alone will 
prolong life substantially, but in cases of large tu- 
mors it is to be avoided because of the primary 
mortality from its use. Removal of the ovary or 
ovaries without X-ray treatment or hysterectomy 
is practically useless. Regardless of X-ray treat- 
ment, the best results are obtained by panhysterec- 
tomy. The prognosis is unfavorable in any case. 
Of the patients whose cases are reviewed by the 
author, only 8 are still alive. The longest survival 
since discharge from the hospital has been four and 
a half years and the shortest seven months. 
Henry S. AcKEN, Jr., M.D. 


MISCELLANEOUS 


Novak, E.: The Morphology of the Genital Epithe- 
lia, with Special Reference to Differentiation 
Anomalies. Am. J. Obst. & Gynec., 1932, xxiv, 635, 


The author describes the occurrence of certain 
differentiation anomalies in the epithelium of the 
various segments of the genital canal. Among them 
are the occurrence in the tube of definite endo- 
metrial tissue; the occurrence in the ovary of an 
endometrial or a tubal type of tissue and on the 
surface of the ovary of stratified squamous areas; 
the occurrence in the endometrium of squamous 
areas or of patches of tubal epithelium; and, in the 
normally columnar-cell regions of the cervix, the 
frequent occurrence of stratified squamous “meta- 
plasia”’” and the occasional occurrence of a tubal 
type of epithelium. 

Such anomalies show the tendency toward inter- 
mutability of these genital epithelia under certain 
conditions, a tendency obviously dependent upon 
their common origin from the same mother tissue, 
the coelomis epithelium. This fundamental fact 
must be borne in mind in the interpretation of 
many pathological lesions such as endometriosis. 
In the latter, direct transformation of germinal 
epithelium into either a tubal or an endometrial 
type can be demonstrated histologically. Therefore 
it seems unnecessary to invoke the doctrine of im- 
plantation to explain the lesion. All types of dif- 
ferentiation transitions may be seen in ovarian endo- 
metriosis—tubal epithelium with or without stroma, 
uterine epithelium with or without glands and with 
or without stroma, and endometrium with or with- 
= physiological reactivity, with or without hemor- 
thage. 

The study of these ovarian epithelia also lends 
strong support to the theory of the germinal epithe- 
lium origin of serious cystadenomata as these tumors 
are often lined by epithelium indistinguishable from 
that of the tube. The application of such studies 
to the problem of tubal pregnancy is also taken up 
by the author. 

Faln the discussion of this report CASLER said that 
these growths are very much like carcinoma in their 
invasion, 
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Te LINDE said that, in spite of the many discus- 
sions of the cause and life cycle of endometriosis, 
our knowledge regarding the condition is still very 
incomplete. No matter what theory is advanced 
to explain the cause, there is some stumbling block 
in each case. Regardless of the manner in which 
the endometrium gets into the ovary, it is very 
probable that dissemination throughout the perito- 
neal cavity depends upon the rupture of endometrial 
cysts. Epwarp L. Cornett, M.D. 


‘Ricci, G.: Pelvic Varicocele (El varicocele pelviano). 


Bol. inst. de clin. quir., 1932, viii, 5. 


Pelvic varicocele is characterized anatomically by 
permanent dilatation of the pelvic veins and 
clinically by subjective and objective symptoms, the 
most important of which are low pain and palpable 
painful varices which are relieved by the Trendelen- 
burg position. Two types are distinguished: (1) the 
primary or idiopathic, and (2) the secondary or 
symptomatic. The author deals chiefly with the 
primary or idiopathic type. The secondary or 
symptomatic type is usually due to mechanical 
pressure on the vena cava produced by a tumor, 
inflammation, or a congenital malformation. 

The primary form was first described by Richet in 
1857. The author reviews the anatomy of the region, 
particularly the normal vascular and nervous 
anatomy of the pelvis and the microscopic and 
macroscopic anatomy of pelvic varicocele. Pelvic 
varicocele seems always to be implanted on con- 
gested areas, particularly in the genital organs 
and pelvis. Varices may or may not occur in the 
lower extremities. The color of the skin of the 
perineum may be altered, and hyperpigmentation, 
intertrigo, and more or less severe eczema may ap- 
pear about the genitals. The ovaries and uterus are 
involved, and varices occur in the broad ligaments 
and ovarian pedicles. In most cases there is no in- 
volvement of the peritoneal serosa. The condition is 
accompanied by sclerosis, and when the visceral 
sclerosis is advanced the cellular tissue of the pelvis 
is invaded. Intervention is not advisable. The 
vessels of the varix may be filled with coagulum, 
either recent or old. When the coagulum is old, 
calcification may occur with the formation of 
phleboliths. Varices of the vasa vasorum may occur. 

The lesions of the ovaries are progressively parallel 
with the evolution of the disease and lead to atrophy 
and sclerosis. The sclerosed ovaries contain follicular 
cysts lined with flat endothelial cells with prominent 
nuclei. The number of atretic follicles is increased, 
and hyperplasia of interstitial cells of the ovary 
occurs. At the hilus of sclerotic ovaries, neuromata 
have been found in the sympathetic fibers. 

The fallopian tubes are less affected, although in 
severe cases they may show extreme venous dilata- 
tion with varicose lesions, congestion, and cedema. 

The uterus is very susceptible to lesions. In this 
organ as elsewhere the lesion is a varicose state 
characterized by a process of chronic phlebitis and 
phlebosclerosis. 
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The arteries present lesions of endarteritis and 
sclerosis. 

The nerves undergo trophic changes which result 
in neuritis. 

The lesions are the cause of intense pain and 
general degeneration of the pelvic organs, muscles, 
glands, and supporting tissues. Vulvar pruritis and 
preneoplastic degenerative lesions develop. All of 
these trophic lesions may be of neurovegetative 
origin. 

It is possible that the congestion of difficult 
menstruation has some relationship to the condition 
even when the menstrual flow itself is normal. The 
author describes the findings at the time of menstrua- 
tion. They include numerous abnormalities. An 
increase of all of the phenomena related to the 
sympathetic nervous system with a decrease of all 
reactions in the realm of the vagus has been reported. 
It is not uncommon for individuals with these 
conditions to become hypochondriacal from the 
intense discomfort and finally to develop a psychosis. 

Any factor favoring congestion in the small pel- 
vis favors pelvic varicocele. The neurovegetative 
reactions are always abnormal. The symptoms 
include nausea and vomiting of the emotional type 
with globus hystericus and with constipation from 
spasm of the intestines. X-ray examination shows a 
small and hyperkinetic stomach and meteorism. 
The circulatory system shows cardiovascular in- 
stability, a tendency toward reflex arrhythmia, 
venous stasis, and low tension. Respiration is slow 
and irregular, and the patient has a sensation of 
oppression. As in vagotonics, there is a sensation of 
a lack of air. Other symptoms are dermographism, 
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acne, coldness of the extremities, and general 
lassitude. The sympathicotonic constitution shows 
less tendency to develop vascular disorders. 

Anatomically, the relations of the utero-ovarian 
veins of the left side favor the development of 
varicocele. They empty at a right angle into the 
renal vein. Changes occur in the left ovary before 
they occur in the right ovary. The absence of valves 
in this area is important. The character of the cellu- 
lar tissue of the parametrium and the situation of the 
pelvic colon are considered possible factors. In many 
of the patients there is ptosis and the relations of the 
sigmoid cause circulatory disturbances. All persons 
developing pelvic varicocele are of sedentary habits 
and suffer from chronic constipation. These con- 
ditions favor auto-intoxication, which in itself is 
considered capable of causing vascular sclerosis. 

Clinically, the condition is always similar, varying 
only in its intensity. In general it may be mani- 
fested by pain and menstrual disturbances. Fre- 
quently there is a sensation of weight in the pelvis. 
The menstrual disorders are very varied. As a rule 
the menstrual flow is increased and has the character 
of menorrhagia. Amenorrhcea is rare. The nervous 
system is often involved. 

The prognosis with respect to health is unfavorable 
if the condition is well established. With the appear- 
ance of nervous symptoms the outlook is very 
serious. 

The treatment depends upon the cause, whether 
it is mechanical, constitutional (hereditary syphilis), 
endocrine, or neurotrophic. 

The author reports forty-four cases. 

A. E. Tart, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Hoffstrém, K. A.: Studies of Eclampsia (Eklampsie- 
studien). Acta obst. et gynec. Scand., 1932, xii, 351. 


This article is based on cases treated at the Lying- 
In Hospital at Tammerfors, Finland, in the twenty- 
five year period from 1906 to 1930. It is divided 
into a clinicostatistical section and a discussion of 
the periodicity of eclampsia. 

During the twenty-five-year period mentioned the 
clinical frequency of eclampsism and eclampsia was 
1.25 per cent and the frequency of eclampsia with 
seizures was 0.95 per cent. As an increase in fre- 
quency of these conditions has been observed during 
recent years, the author urges increased efforts at 
prophylaxis. Statistics from a number of Nordic 
clinics show that in 200,000 deliveries the frequency 
of eclampsia with seizures was between 0.57 and 
0.95 per cent. In 50,000 deliveries reviewed by 
Bergen, the incidence was between 1.10 and 1.49. 

The tendency to develop eclampsia increases with 
age. Eclampsia is 5 times as frequent in primipare 
as in multipare, and 9 times as frequent in cases of 
multiple pregnancy as in cases of single pregnancy. 

In the cases reviewed by the author the treatment 
was of the following 3 types: 

1. Purely expectant treatment according to the 
Stroganoff or Stroganoff-Zweifel method. 

2. Conservative active treatment consisting of 
delivering operations after dilatation of the soft 
parts occurring spontaneously or brought about by 
conservative measures. 

3. Radical active treatment consisting of deliver- 
ing operations after forcible dilatation, and caesarean 
section. 

Of the 240 cases reviewed, 33 per cent were treated 
expectantly with a maternal mortality of 9 per cent 
and a reduced fetal mortality of 1 per cent; 43 per 
cent were given conservative active treatment with 
a maternal mortality of 12 per cent and a reduced 
fetal mortality of 19 per cent; and 24 per cent were 
given radical active treatment with a maternal mor- 
tality of 21 per cent and a reduced fetal mortality 
of 26 per cent. 

The prognosis for the mother and child is more 
unfavorable the earlier inthe pregnancy the condi- 
tion develops. 

The total maternal mortality was 12.9 per cent. 
The fetal mortality, unreduced, was 29.3 per cent, 
and reduced was 14.0 per cent. In cases of eclampsia 
with seizures the maternal mortality was 15.9 per 
cent, the unreduced fetal mortality was 29.8 per 
cent, and reduced fetal mortality was 14.1 per cent. 

The periodicity of eclampsia was studied during 
the period from 1909 to 1928. From his findings 
the author draws the following conclusions: 
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1. There is undoubtedly a periodicity in the oc- 
currence of eclampsia. In the city of Tammerfors, 
during the twenty years reviewed, pregnancy, labor, 
and the puerperium were complicated by eclampsia 


- twice as often in April, May, and June as at other 


times of the year and the incidence of eclampsia 
was lowest in the month of March. 

2. There is no provable relation between climato- 
logical factors (atmospheric pressure, air tempera- 
ture, and rainfall) and the frequency of eclampsia. 

3. Of the acute diseases, angina and laryngo- 
bronchitis may predispose to eclampsism and 
eclampsia. 


Titus, P., and Messer, F. C., and McClellan, R. H.: 
Increase of Guanidine Compounds in Eclamp- 
sia: An Experimental Study. Am. J. Obst. & 
Gynec., 1932, xxiv, 667. 

Several investigators have demonstrated various 
biochemical or metabolic disturbances in eclampsia, 
such as fluctuations in the blood sugar during the 
attack and a trend toward hypoglycemic levels. An 
increase in the uric acid and lactic acid content of 
the blood and in the blood pressure, and the occur- 
rence of oedema, albuminuria, and convulsions are 
common symptoms. Reports have been made of an 
increase in guanidine-like substances in the blood 
during pre-eclampsia and eclampsia. 

In animals, all of the clinical signs of eclampsia 
mentioned, including the fluctuations in the blood 
sugar and typical convulsive seizures, may be pro- 
duced by the administration of guanidine com- 
pounds. Moreover, the clinical use of certain guani- 
dine compounds to reduce the blood sugar in dia- 
betes as a substitute for insulin has now been 
abandoned because of the toxic effects of these 
compounds and their tendency to cause sudden and 
profound hypoglycemia. 

Authorities have differed as to whether the in- 
creased apparent guanidinemia in cases of acute 
liver injury, either clinical or experimental, is the 
cause or the result of the liver-tissue degeneration. 

On account of the abruptness of its effect, the 
experimental injection of a single dose or two of a 
guanidine compound sufficient to kill an animal 
quickly cannot be expected to produce much, if any, 
histological change in the tissues of the liver or kid- 
neys. The authors therefore carried out investigations 
to determine whether or not a more or less protracted 
series of injections of guanidine and dimethyl guani- 
dine would, by their cumulative action, cause histo- 
pathological changes in the liver and kidneys. Ina 
large, controlled series of animals, degenerative 
changes of varying types, but chiefly suggestive of 
early stages of hepatic degeneration were produced. 
These changes included cloudy swelling, interstitial 
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hemorrhage, beginning periportal thrombosis, pe- 
ripheral and central fatty degeneration and infiltra- 
tion, and focal necroses. The kidneys showed cloudy 
swelling of the convoluted tubules, desquamation of 
the lining cells, and hemorrhage. In the animals 
which received a single injection of guanidine daily 
the hepatic changes were less marked than in those 
receiving injections at hourly intervals to the point 
of death in one day. In the former, liver-cell regen- 
eration probably took place during the resting period. 
It is of interest that the experimental administra- 
tion of a metabolic toxin which can be elaborated 
within the body can reproduce in animals the major 
clinical symptoms and at least the early stages of 
the histopathological changes seen in eclampsia. 
The source of an accumulation of guanidine-like 
substances within the body and the relation of these 
substances to eclampsia are still problematical. 
Epwarp L. Cornett, M.D. 


Kosaka, T.: A Study on the Effects of Bleeding 
upon Pregnancy. Jap. J. Obst. & Gynec., 1932, xv, 
304. 

To study the effects of bleeding on pregnancy, the 
author carried out experiments on rabbits in which, 
at various stages of pregnancy, he bled the animals 
slightly, moderately, and severely. 

The smallest amount of blood taken varied from 
o.5 to 1 per cent, the moderate amount, from 1.4 to 
1.6 per cent, and the largest amount, from 0.2 to 
2.6 per cent, of the body weight. 

In the early stages of pregnancy the bleeding had 
no marked effect. In mid-pregnancy, severe hemor- 
rhage caused abortion. In the late stage a slight 
hemorrhage caused labor to set in, and when more 
profuse bleeding occurred parturition was delayed 
and the fetus was born dead or died soon after birth. 

On examination of the placentz of these rabbits, 
it was found that a single severe hemorrhage or 
slight frequent hemorrhages produced histological 
changes (congestion and hemorrhage especially on 
the fetal side of the placenta). 

Blood-letting caused uterine contractions, the 
severity of which was in direct proportion to the 
amount of bleeding. This observation may have a 
clinical bearing on the relationship between hemor- 
rhage and the termination of pregnancy. 

Cuar.es F. DuBors, M.D. 


Tesauro, G.: Purpura and Pregnancy (Porpora e 
gravidanza). Arch. di ostet. e ginec., 1932, XXXiX, 371. 


The author reports two cases of purpura associ- 
ated with pregnancy. The first was that of a para-iii 
twenty years of age. The patient’s first child was 
born at term, but her second had been born in the 
seventh month of pregnancy following manifesta- 
tions of pre-eclampsia. She was uncertain regarding 
the date at which her third pregnancy began. Sev- 
eral days before she entered the hospital she was 
seized with headache, malaise, and nausea, and 
twenty-four hours before her admission she noted 
cedema of the face and the appearance of small 


ecchymoses on the forehead and over the sternum. 
On the day of her admission she had five convulsions. 

Physical examination revealed reddish-purple spots, 
varying up to the size of a lentil, on the arms, alydo- 
men, and sacral region, and slight oedema of the 
lower extremities. The spots did not disappear on 
pressure. The uterus was half way above the um- 
bilicus. The fetus was in cephalic presentation with 
the back toward the left side. Weak, arrhythmic {e- 
tal heart tones were noted in the left lower quadrant. 

Twenty-four hours after the patient’s admission 
to the hospital a full-term dead male child weighing 
2,500 gm. was delivered spontaneously. 

After delivery the patient had five convulsions and 
then lapsed into stupor for a day. Thereafter her 
condition steadily improved although petechiw ap- 
peared on the legs, arms, abdomen, and sacral area, 
and to a less extent on the head. Ecchymoses oc- 
curred wherever she had received the slightest trauma 
or a hypodermic injection. 

Examination of the blood showed the erythrocyte 
count to be 4,448,000, the leucocyte count, 12,900, 
the platelet count 28,000, and the hemoglobin 68 
per cent. The percentages shown by the differential 
count were: neutrophiles, 81; large lymphocytes, 
13.9; small lymphocytes, 4; transitional cells, 1; and 
myelocytes, 0.1. Mild microcytosis and poikilocy- 
tosis were noted. The coagulation time was six min- 
utes, and the bleeding time seventeen minutes. The 
tourniquet test was positive. The condition grad- 
ually improved, the spots disappeared, and the pa- 
tient was discharged as cured on the thirtieth day. 

The second case reported by the author was that 
of a twenty-four-year-old primipara whose preg- 
nancy had been normal up to two months before 
her admission to the hospital, when petechiw vary- 
ing in size from that of a pinpoint to that of a lentil 
appeared on the body, arms, and legs. 

Blood examination showed the bleeding time to 
be seventeen minutes, and the coagulation time to be 
six minutes. The tourniquet test was positive. The 
erythrocyte count was 3,600,000, the leucocyte count 
27,000, and the hemoglobin 64 per cent. The per- 
centages of the differential count were: polymorpho- 
nuclear neutrophiles, 72; eosinophiles, 1; basophiles, 
0.5; large lymphocytes, 19; small lymphocytes, 5; 
transitional cells, 2; and myelocytes, 0.5. 

The uterus was in the median supra-umbilical po- 
sition. The patient was delivered of a living male 
child weighing 2,800 gm. Immediately after «eliv- 
ery, because of severe hemorrhage, she became ple, 
her extremities became cold, and she lapse! into 
unconsciousness. Death occurred after three and 
a half hours. There was no evidence of purpura. | 

Autopsy revealed subcutaneous hemorrhuses 
various stages of absorption and hemorrhagi: iniil- 
tration of the parietal peritoneum increasing ‘rom 
the kidneys to the pelvis. The blood vessels in the 
latter area were intact. The uterus was large and 
empty and showed no rupture. The broad lig: ments 
were infiltrated with blood, but showed no |)lood- 
vessel injury. 
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The author concludes his article with a discussion 
of the accepted theories of the pathogenesis of this 
type of purpura and a review of the symptoms and 
treatment. 


Perer A. Rost, M.D. 


Gibberd, G. F.: Bacillus Coli Infections of the 
Urinary Tract Complicating Pregnancy and 
the Puerperium. Guy’s losp. Rep., Lond., 1932, 
Ixxxii, 380. 


Although colon bacillus infections of the urinary 
tract are common complications of pregnancy and 
the puerperium, their occurrence was not recognized 
until the present century. The importance of such 
infections in midwifery practice is apparent from the 
fact that of the last 6,158 Class A patients under the 
care of the Maternity Department at Guy’s Hospi- 
tal, London, 104 were treated for colon bacillus in- 
fection complicating pregnancy or the puerperium. 
In an unselected group of pregnant women the in- 
cidence of such infection is therefore probably about 
I or 2 per cent. 

The proximity of the anus to the urethra has led 
to the theory that colon bacillus infections of the 
urinary tract are ascending infections. However, 
all of the evidence points against this supposition 
since clinically the most common and the first site 
of the infection is the pelvis of the kidney and the 
ureter and infection of the bladder is usually sec- 
ondary to infection in the renal pelvis. A clinical 
urethritis is practically unknown. Some observers 
have preferred to regard these colon bacillus in- 
fections of the urinary tract as secondary to colon 
bacillus bacteriamia or septicemia—an ‘‘excretion 
pyelitis” in which the kidney merely excretes the 
bacteria. However, this condition is rare. In the 
opinion of obstetricians, infection of the renal pelvis 
by colon bacilli from the colon is primary and bac- 
teriemia or septicemia occasionally arises from this 
focus. 

The passage of the bacteria from the colon to the 
kidney, whether it occurs by way of the lymphatics 
or some other route, is definitely associated with the 
dilatation of the ureter, especially the right ureter, 
which is so commonly found in pregnancy. This 
dilatation is now thought to be due to hypertrophy 
instead of, as was formerly thought, to obstruction. 

Typical attacks of pyelitis may occur at any time 
during pregnancy or the puerperium, but are most 
common during the middle third of pregnancy. The 
other symptoms include frequency, pain on mictu- 
tition, pain in the loin, malaise, fever, and vomiting. 
The urine may be opalescent with bacteria, acid in 
reaction, and loaded with colon bacilli. The diag- 
nosis is usually easy. 

The treatment adopted in the Maternity Depart- 
ment of Guy’s Hospital consists in rendering the 
urine alkaline. This can usually be done by giving 
from 40 to 60 gr. of alkali, usually equal parts of 
potassium citrate and sodium bicarbonate, every 
four hours. The treatment must be kept up during 
the night as well as during the day. Occasionally 
the author has given mercurochrome intravenously, 
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but in some cases this has been followed by a severe 
reaction. In some cases he has terminated the preg- 
nancy when medication has failed. 

Harry W. Fink, M.D. 


Apajalahti, A.: The Subsequent Fate of Women 
Operated upon for Tubal Pregnancy (Ueber die 
spaeteren Schicksale der wegen einer Tubenschwan- 
gerschaft Operierten). Acta obst. et gynec. Scand., 
1932, Xli, 329. 

This report is based on a follow-up of 300 women 
who were operated upon for tubal pregnancy in the 
First University Gynecological Clinic of Helsingfors 
in the period from 1920 to 1930. The replies to the 
questionnaire show that the incidence of postopera- 
tive genital disturbances and abdominal pains de- 
creased after the year 1925 when the Clinic adopted 
the so-called high or medium high peritonization 
and the tangential peritoneal wound treatment rec- 
ommended by Beuttner and others. The author 
ascribes the decrease entirely to the method of 
peritonization cited and a more careful seroserous 
method of suturing. He calls attention to the fact 
that of 95 women with hematocele and adhesions 
for whom the mentioned method of peritonization 
was not used, only 44 per cent are now free from 
symptoms, whereas of 43 for whom the method was 
employed, 88 per cent are now free from symptoms. 

In the period from 1920 to 1925, postoperative 
ileus occurred in 3 (3.2 per cent) of 94 cases treated, 
whereas in the period from 1926 to 1930 it occurred 
in none of 116 cases treated. The author therefore 
recommends the use of the described method of 
peritonization in cases of ectopic pregnancy in 
which there are rough peritoneal surfaces. 

The follow-up showed also that of 79 women 
capable of conception who answered the question- 
naire, 41 became pregnant within a period of three 
years. Of these, 29 were delivered at term, 20 had 
an abortion, and 3 had another extra-uterine preg- 
nancy. In 18 women. extra-uterine pregnancy oc- 
curred twice. If the observation period is extended 
to four years, recurrence occurred in 15 (7.3 per 
cent of the total number of women and 17 per cent 
of the women becoming pregnant later who an- 
swered the questionnaire). 

In conclusion the author states that when adhe- 
sions are found at operation in women with extra- 
uterine pregnancy, treatment to favor resorption 
should be given as this may perhaps decrease the 
high incidence of abortion and recurrence of ectopic 
pregnancy in such women. 


LABOR AND ITS COMPLICATIONS 


Donovan, H.C. E.: Antenatal Treatment of Breech 
Presentations. Med. J. Australia, 1932, ii, 617. 


Because of the high fetal mortality in breech pre- 
sentations, Donovan urges attempts at external ver- 
sion a few weeks before the thirty-fifth week of 
pregnancy. He gives as the latest available figures 
for the mortality in breech delivery 39 per cent in 
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uncomplicated cases and 66 per cent in complicated 
cases of primiparx and 22 per cent in uncomplicated 
cases and 64 per cent in complicated cases of mul- 
tipare. While urging attempts at external version, he 
admits that in the cases in which the danger from 
delivery is greatest—cases of footling and frank 
breech presentation—the chance of successful ver- 
sion is least. 

After describing his technique for external version, 
he reports the results in a series of gt cases. Eighty 
of the babies were successfully turned and the fetal 
mortality was 5 per cent. One baby died as a direct 
result of the version. These cases are compared with 
cases of unsuccessful version, in which the mortality 
was 27 per cent, and with a series of too consecutive 
cases of breech delivery, in which the total fetal 
mortality was 31 per cent. 

The author believes that failure to turn the child in 
a primipara of any age should raise the question of 
cesarean section, and that the decision should de- 
pend upon the size of the child and the wishes of 
the parents. Henry S. ACKEN, Jr., M.D. 


Hipsley, P. L.: The Management of Breech De- 
livery. Med. J. Australia, 1932, ii, 621. 


In a series of 100 breech deliveries reviewed by the 
author there were 20 stillbirths. Six of the stillborn 
infants were macerated. It is assumed that 70 per 
cent of the deaths were due to cerebral hemorrhage. 

In discussing the management of breech presenta- 
tions the author advises keeping the patient in bed 
to preserve the membranes and making a vaginal 
examination after their rupture. He calls attention 
to the necessity of taking time for the delivery as 
haste is harmful and usually unnecessary. He de- 
scribes the usual methods of dealing with arrest of 
the breech wherever it may occur and emphasizes 
the importance of suprapubic pressure. 

He believes that in the prevention of upward ex- 
tension of the arms, proper flexion of the head and 
spine isimportant. In cases of frank breech presenta- 
tion he advises bringing one leg down in order that 
it may not interfere with proper flexion of the head. 
For the management of extended arms he suggests 
pressure on the scapula to push it toward the fetal 
spine in order to bring the arm within reach. Ex- 
cessive rotation of the body is to be avoided. 

In conclusion Hipsley describes the two types of 
mechanism in the sacroposterior positions. 

Henry S. ACKEN, Jr., M.D. 


Morton, D. G.: Fetal Mortality and Breech Presen- 
tation. Am. J. Obst. & Gynec., 1932, xxiv, 853. 


In 285 breech deliveries the mortality of viable 
infants was 14.8 per cent and was about the same in 
the infants of primipare as in those of multipare. 
When the mortality of premature infants, 48.6 per 
cent, is deducted, the mortality of full-term infants 
is found to be 9.1 per cent. For the latter the obste- 
trician may have been responsible as there were no 
technical difficulties in the delivery of the premature 
infants. The majority of the infant deaths occurred 
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in cases in which there was some type of interference 
with labor, such as induction, manual completion 
of the dilatation of the cervix, or breaking up of the 
breech presentation at full dilatation by traction. 

An analysis of the various methods of delivery 
employed, while inconclusive because of the com- 
paratively small number of variations from the usual 
method of breech extraction followed by the Mauri- 
ceau maneuver, failed to show that one method wis 
appreciably more advantageous than another. It 
was the course of the earlier stages of labor which 
determined the outcome of the delivery; either in- 
duction of labor appeared necessary, or there were 
poor pains and the dilatation of the cervix was com- 
pleted manually, or for some other reason a foot was 
brought down and the breech wedge was broken up 
when the cervix was fully dilated. These were the 
cases in which the results were poor. The author 
therefore concludes that the conduct of the earlier 
stages of labor is all-important, provided a reason- 
ably good technique is used at actual delivery. © 

It is granted that labor complicated by poor piains 
often offers a problem which is difficult to solve. 
However, indications for interference must be very 
definite as interference is associated with a very high 
fetal mortality. The outcome should be largely pre- 
dictable from the character of the early stages of 
labor. Indications for cesarean section should be 
carefully reviewed if there is reason to believe that 
the labor cannot be terminated without the aid of 
various methods of interference from below. 

In the cases cited, the maternal mortality was 
negligible. Maternal morbidity, though technically 
high, was due almost entirely to trivial infection. 
Morton believes that the bag should be abandoned 
as a means of inducing or hastening labor exce)t in 
cases in which the life of the child is of secondary 
importance. 

While the number of poor results in the cases re- 
viewed is sufficient to demand explanation, the 
author calls attention to the fact that many oi the 
women were cared for by young house officers in 
training. 

The total mortality in recent years, in which two- 
thirds of the viable infants were delivered, was 0.4 
per cent as compared with 14.8 per cent in the total 
number of cases. Moreover, approximately one-half 
of the mortality of 9.4 per cent occurred in the cases 
in which the child was born prematurely. Barring 
accident and interference, the mortality of full-term 
infants presenting by the breech should be compara- 
tively small. Epwarp L. Cornett, M.D. 


Plass, E. D.: The Difficulties and Dangers of 
Forceps Delivery. J. Am. M. Ass., 1932, xcix, 1517. 


Records of 40,143 births in Iowa showed that an 
operation aiming at delivery was done in 4,870 (12.2 
per cent). In deliveries at the hospital, the incidence 
of such operations was 24 per cént and in del veries 
in the patients’ homes it was 8 per cent. [orceps 
application was done in 2,833 (7.1 per cent) oi the 
cases and constituted 58 per cent of all oper:tions. 
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(Qf 11,063 hospital births, forceps were used in 1,531 
(13.8 per cent), whereas of 29,080 home deliveries 
they were used in 1,302 (4.5 per cent). The lower 
incidence of operative procedures in home practice 
was associated with a lower stillbirth rate (2.45 per 
cent) than the stillbirth rate in hospital practice 
(3.01 per cent). 

Plass states that there is no good reason to believe 
that forceps delivery in the course of a slow labor 
diminishes the risk to the child. Rapid birth, whether 
proceeding naturally because of unusually strong 
pains or brought about artificially by manipulations 
or the injudicious use of pituitary extract, is far 
more dangerous to the child because of the increased 
likelihood of intracranial injury. Plass states that 
spontaneous labor is safer for both mother and child 
than any type of interference. The old rule of ‘‘one 
hour on the perineum and two hours in the mid- 
pelvis” still governs conservative practice. 

The stillbirth rate in all forceps deliveries was 4.87 
per cent as compared with a rate of 2 per cent in 
spontaneous births. Of 1,114 cases of stillbirth, de- 
livery was brought about by forceps in only 138 
(12.4 per cent), whereas breech extraction or podalic 
version was done in 154 (13.8 per cent). Forceps 
delivery is generally a much safer procedure than 
extraction of the after-coming head. In fact, the 
risk from pituitary extract given to hasten labor or 
to avoid the application of forceps is probably 
greater than that involved in low forceps delivery. 

ROLAND S. Cron, M.D. 


Novey, M. A.: A Review of 570 Forceps Operations. 
Am. J. Obst. & Gynec., 1932, xxiv, 882. 


The forceps operations reviewed were performed 
in 570 of 16,442 deliveries occurring in a period of 
approximately ten years on the University of Mary- 
land Indoor and Outdoor services and the Health 
Department Obstetrical Service. There were 10 ma- 
ternal deaths. Five of the maternal deaths were 
caused by eclampsia, 1 each was due to acute toxi- 
mia, acute yellow atrophy, and puerperal infection, 
and 2 were due to cardiac disease. The indications 
for the forceps operations were as follows: 


Indication Cases Indication Cases 
.. 141 Maternal heart disease.. 10 
Occiput posterior. ..... 108 Facepresentation...... 6 
Prolonged labor....... 96 Abruptioplacente..... 6 
Metal distress: 70 <Aftercoming head...... 3 
Contracted pelvis... ... 48  Placentaprevia....... 2 
Transverse arrest...... 26 Maternaltuberculosis.. 1 
Maternal distress... ... 13 6 
Prolapsed cord. ....... II 


The results with regard to the child were as follows: 


: No. Per cent 
Dying within two weeks............ 30 5.26 
lotal infant mortality............. Iol 17.93 


_ The corrected stillbirth rate for high, mid, and 
‘ow forceps combined was 5.96 per cent. In the 3 
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groups the infant mortality in the first two weeks of 
life was 3.15 per cent. The total corrected infant 
mortality, including both stillborn infants and in- 
fants dying within the first two weeks of life, was 
9.4 per cent. 

There were 48 cases of contracted pelvis with ex- 
ternal conjugates of 18 cm. or less. Practically all 
of these were seen before the popularity of laparo- 
trachelotomy. Today, forceps delivery would be 
done in very few of them. In 7 cases in which high 
forceps were used the infant mortality was 71.42 
per cent; in 27 in which mid forceps were used it was 
33.33 per cent; and in 14 in which low forceps were 
used it was 21.42 per cent. In the last group, deliv- 
ery was effected after the infant had been injured 
by prolonged labor. 

The figures presented indicate that, at best, ob- 
stetrical forceps are dangerous and should be used 
only upon suitable indications and by one who is 
skilled in their application. 

Epwarp L. Cornett, M.D. 


Lang, F. J., and Haslhofer, L.: Changes in the 
Symphysis Pubis and Sacro-Iliac Articulations 
as a Result of Pregnancy and Childbirth. 
Arch. Surg., 1932, xxv, 870. 

The authors studied the pelvic joints in pregnancy 
by roentgenography, horizontal sections, and a his- 
tological study of cross-sections. At the end of preg- 
nancy and shortly after labor the joints were found 
gaping. The authors conclude that the increased 
mobility is caused chiefly by mechanical strain and 
is similar to that noted in men following heavy work. 

Histological study of the affected joints showed 
the frequent presence of cysts. Many of the cysts 
contained small fragments of cartilage and bits of 
tissue from within the joints which had been de- 
tached by the rubbing together of the joint sur- 
faces. None of the sacro-iliac joints and scarcely 
any symphysis pubis investigated was free from 
pathological changes. 

Changes that must be considered permanent dila- 
tations of the pelvis are found in extensive fissure 
formations and T-shaped clefts of the symphysis 
pubis. These can be seen at the end of pregnancy 
and in women who have given birth to full-term in- 
fants. The occasionally observed true joint of the 
symphysis pubis is also the result of adaptation to 
functional activity. The gross and microscopic find- 
ings of the authors’ study indicate that pregnancy 
and labor with their disturbances of the static me- 
chanical relationship of the pelvis are not inconse- 
quential factors in the causation of arthritis de- 
formans. Goopricu C. SCHAUFFLER, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


D’Errico, E.: The Management of Acute Inversion 
of the Puerperal Uterus. New England J. 
Med., 1933, Ccviii, 1. 

Acute inversion of the uterus is a rare obstetrical 
accident. The author reports eleven cases in which 
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the two conditions usually suggested as causes— 
traction on the cord and shortness of the cord—were 
absent. In five, the condition may have been due to 
too vigorous Credé maneuvers. Fundal implanta- 
tion occurred in two cases and adherent placenta in 
one. Atony of the uterus, probably of the lower seg- 
ment, was thought to be present in the majority. 

The three outstanding symptoms were shock, 
haemorrhage, and pain in the lower part of the abdo- 
men. The pain was described as sharp, continuous, 
and cramp-like. It occurred over the region of the 
bladder and extended into the inguinal region. 

Bimanual examination should be done at once. If 
the inversion is partial, an indentation, cupping, or 
crater is felt instead of the convex dome of the con- 
tracted fundus. If the inversion is complete, a pear- 
shaped mass will be palpable by vagina and the 
crater will be encircled by the constriction of the 
neck of the uterus. 

After the condition is diagnosed no further oxy- 
toxics should be used as their action may only de- 
crease the size of the constricting ring and make 
reposition difficult. 

Deep anesthesia should be induced, the ring dilated 
with the fingers, and an attempt made to replace the 
inverted fundus by vaginal manipulation. If this 
procedure is successful the fundus will be felt to snap 
back suddenly. After the reposition, contractions 
should be stimulated by gentle massage of the fundus 
and the administration of drugs before the hand is 
removed. Packing of the uterus may then be done 
to prevent recurrence. The danger of rupture should 
always be kept in mind. All manipulations should be 
done gently. 

If the method described is unsuccessful, treatment 
should be given for the shock and laparotomy per- 
formed when the patient’s condition warrants it. In 
the author’s cases which were operated upon, Hunt- 
ington’s technique—gradual drawing up of the in- 
verted fundus—was employed. 

In the eleven cases reported there were four 
deaths, a mortality of 36 per cent. In one of the 
fatal cases treatment was given for shock and the 
patient prepared for laparotomy, but death occurred 
before the operation was performed. In another, the 
condition was diagnosed after death. In the third, 
the patient was brought to the hospital for treatment 
of shock and died before reposition was attempted. 
In the fourth, laparotomy for an inversion of four 
days’ duration revealed rupture of the bladder, and 
death occurred a few hours after hysterectomy. In 
one of four other cases in which laparotomy was per- 
formed, the condition was found on routine post- 
partum examination twelve days after delivery. 

The author emphasizes the importance of calling 
the attention of medical students to this condition. 
He concludes that Huntington’s method should be 
used when attempts at simple vaginal replacement 
are unsuccessful, Spinelli’s operation should be done 
in chronic cases, and vaginal hysterectomy, as sug- 
gested in Findley’s report, should be reserved for 
septic cases. Donatp G. Totterson, M.D. 
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Clauberg, C.: The Indication for Ligation of the 
Veins in Pyzmia of Genital Origin. A Report 
of Five Cases of Ligation of the Vena Cava 
(Die Indikation zur Venenunterbindung bei genital- 
bedingter Pyaemie. Zugleich Bericht ueber fuenf 
Faelle von Vena cava Unterbindung). Zentral)l. f. 
Gynaek., 1932, p. 2514. 


From a review of the material of the Kiel Gyneco- 
logical Clinic in the period from 1910 to 1927, it is 
evident that in 68.5 per cent of the cases in which, 
according to Martin, ligation of veins should have 
been done spontaneous healing occurred. The 
author emphasizes that a septic process wit) in- 
volvement of the blood vessels in the region o/ the 
female genitalia presents a somewhat different jrob- 
lem than a septic process in another part o! the 
body. A chill in the presence of such a process is 
not always the sign of a manifest pyemia. Therefore 
a chill alone does not constitute an indication for 
venous ligation. A chill does not occur only at the 
time of bacterial invasion of the blood stream. It 
may be the sign of a sudden increased protective 
reaction on the part of the blood against some 
antigen. 

In every wound infection there is a focus for the 
development of sepsis with a venous system (rain- 
ing it (Schottmueller). In the female genitalia this 
venous system is in the region of the independently 
contracting uterine musculature. Chills may be 
caused by the contraction of the musculature even 
during spontaneous expulsion of the abortus. (nder 
such circumstances there is a passive bactericmia. 
A true thrombophlebitis may result from conta mina- 
tion of primarily sterile thrombus material by aérobic 
organisms from the interior of the uterus or is the 
result of the formation of an infected thrombus by 
extension to the inner surface of the venous wall 
of a lymphatic phlegmonous process due to « peri- 
phlebitis. Spontaneous sealing off occurs as a re- 
sult of attenuation of the bacteria and endophlebitic 
or periphlebitic occlusion. More frequent chills may 
be due to recurrent passive bacteremia. 

By no means as yet known is it possible in this 
condition to judge a para-inflammation (Stoeckel), 
the site or virulence of bacteria, or the local powers 
of resistance. Among cases of sepsis running a 
stormy course without localization the author has 
seen cases showing locally only a severe diffuse 
myometritis, and with no or only a few chills— 
cases of myometritic sepsis. In such cases the uter- 
ine musculature is paralyzed by the large quantity 
of bacterial toxins and acts as a medium (or the 
continuous transmission and carrying off of t/1e bac- 
teria. Chills may be absent even when an abscess 
continuously empties itself into a neighboring venous 
area and bacteria attach themselves to the e:lothe- 
lium of the veins and increase very rapidly. |nvolve- 
ment of the veins by periodical or continuous bac- 
terial invasion in a suppurative process in the genital 
region following abortion or delivery is noi recog- 
nizable from the sausage-like strands of Martin 
which may be felt in the parametrium {following 
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complete emptying of the uterus. It is not im- 
possible that under certain circumstances such a very 
extensive inflammation of the lymphatic channels 
may be of less importance so far as a systemic 
condition and infection is concerned than a small 
venous infection hidden away somewhere. Nor is 
it impossible for an extensive thrombophlebitis to 
terminate favorably if the systemic condition is not 
continuously aggravated by a primary progressive 
lymphangitis which does not become localized. 
Moreover, during the development in the blood 
stream there is at all times the possibility of spon- 
taneous subsidence of the process. 

From these facts the author concludes that in 
pyemia of genital origin an expectant attitude 


435 


should be adopted at first. Early ligation of the 
efferent veins is not advisable. The only cases suit- 
able for such ligation are those in which it is possible, 
by operative sealing off of the venous process from 
the circulation, to prevent a flushing in of the in- 
fected thrombus after natural sealing off of the 
channel by the repeated bacterial invasion has failed 
to occur. Asa rule the vena cava, and sometimes, 
with it, the spermatic veins, are ligated as the 
localization can be determined only with great dif- 
ficulty. Up to the present time the transperitoneal 
route has been used, but in some cases the extra- 
peritoneal approach is possible. 

Five recent cases treated by ligation at the Kiel 
Clinic are reported. DERICHSWEILER (G). 
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ADRENAL, KIDNEY, AND URETER 


Cirillo, N.: The Causes of Certain Difficulties in 
the Collection of Separate Urines and the Best 
Way of Recognizing Them (Sulle cause di alcune 
difiicolta nella raccolta delle urine separate e sulla 
migliore maniera di riconoscerle). Arch. ital. di 
urol., 1932, ix, 559. 


Little has been written on the use of the bismuth 
sound in the ureter. The author reports nine cases 
in which an opaque sound was employed to greater 
advantage than the ordinary sound. He advises the 
use of the latter only in case of necessity. The shape 
of the tip of the sound is of little importance. The 
cone shape is of advantage in certain cases of ureteral 
stricture as it penetrates with greater facility, but 
it probably causes greater trauma. Soft and flex- 
ible sounds are more apt to show the natural form 
of the ureter. The injection of liquid changes the 
concentration of urine collected and thereby seri- 
ously changes the findings which are of greatest 
diagnostic importance. 

The author advises collecting bladder urine under 
precautions for sterility when the cystoscope is in- 
troduced. If one of the ureteral catheters then in- 
serted does not evacuate any urine he introduces 
some of the collected urine to relieve the stasis. If 
renal infection is present on one or both sides and 
the first urine collected is turbid, the urine is rapidly 
boiled and cooled in a sterile test tube before it is 
used for injection. When the concentration of the 
total urine and the quantity injected are known, the 
concentration of the urine from the injected side can 
be determined. 

When this method of catheterization fails, a kink 
may be present in the sound. Kinking of the sound 
may oceur without the knowledge of the patient or 
operator. When it is suspected an X-ray examina- 
tion should be made. The author leaves both the 
cystoscope and the sound in place and makes an 
X-ray examination at the beginning to determine 
the position of the sound and which ureter is pene- 
trated. This avoids error which is of particular im- 
portance with regard to nephrectomy. 

A. E. Tart, M.D. 


Winsbury-White, H. P.: Excretion Urography with 
Per-Abrodil. Brit. J. Urol., 1932, iv, 328. 

Per-abrodil is a white, odorless powder with a 
51.8 per cent content of iodine in firm combination 
and a melting point of 246 to 247 degrees C. In 
aqueous solution it is very stable when boiled. It is 
put up ina 35 per cent solution in 20-c.cm. ampoules. 
One such ampoule is the average dose for adults, but 
the author has used this amount in the cases of 
young children without noting toxic symptoms. He 
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has employed the drug in over 100 cases. He states 
that it is of value particularly because it may |e 
injected rapidly; it is excreted rapidly and there{ore 
quickly gives a good shadow of the renal pelvis; «1d, 
so far as his experience goes, it has no ill effects. 

The injection is usually made in a minute or Jess, 
and the urograms may be made from three {v0 
twenty minutes later. If the excretion of the kidney 
is hampered by obstruction to drainage or 0! her 
cause, the filling of the renal pelvis and the urcier 
with the opaque medium will be delayed. 

Among the indications for the retrograde method 
of urography are cases in which a dilated ureter opens 
into a diverticulum of the bladder, cases of douhle 
ureter with a single opening into the bladder, snd 
cases of kinks of the ureter in which the use «! a 
ureteral catheter would make the ureteral lumen 
appear straight. When the excretory function 0! the 
kidney falls below a certain point, excretion \wrog- 
raphy will fail to show a shadow. 

The author concludes that descending urography 
should be employed routinely and should be suj)le- 
mented by the retrograde method only when it {ails 
to give the information desired. 

D. Hovmes, \.!) 


Paladini, A.: An Experimental Contribution to the 
Study of Arteriograms of the Kidney ((\ntri- 
buto sperimentale allo studio dell’arteriogramma 
del rene). Arch. ital. di urol., 1932, ix, 479. 


Since Schepelmann first attempted it in 1910, arte- 
riography has been applied variously in an attempt 
to study arterial disease and its results in orguns. 
Its application to the study of kidney disease seems 
especially important because of the persisting con- 
fusion in the classification of diseases of the kidney. 


The author reviews the work which has been done 
in this connection and presents the results o/ iis in- 
vestigations with the use of non-diffusible oils. 

In the normal kidney there is a marked variation 
in the number of interlobar arteries and in the origin 
of the interlobular arteries. It is possible tv dis- 


tinguish two fundamental types of kidney, one with 
the formation of an arch from the convex sur!uce ol 
which the interlobular arteries arise, and the other 
in which there are subdivisions of the ultimatc ram! 
fications of the interlobar arteries which go ‘» form 
the interlobular arteries. In some kidneys tire !s 4 
mixed arrangement. 

In the study of pathological kidneys the author 
found that in the polycystic kidney there wis early 
division of the arteries at the hilum into small 
branches which had a radial direction to ‘he edge 
of the kidney where they formed ramifications sul 
rounding the multiple cysts distributed «iffusely 
throughout the renal parenchyma. The characteris 
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tic striations in the cortex and visualization of the 
glomeruli were absent. In renal arteriosclerosis 
there were large, tortuous, irregularly filled inter- 
lobular arteries and the arcuate arteries appeared 
just a few millimeters beneath the margin, showing 
the atrophy of the cortex. The appearance of single 
cysts was the same as that of one of the cysts of a 
polycystic kidney. In interstitial nephritis the thick- 
ness of the cortex was decreased, but the interlobular 
arteries remained well defined. In so-called renal 
stasis the cortex was well preserved. 

A. Louts Ros1, M.D. 


Waters, C. A.: The Value of the Roentgen Ray in 
the Diagnosis of Renal Tuberculosis. Am. J. 
Roentgenol., 1933, XXix, 17. 


Waters discusses the value of plain films and 
pyelograms in examinations for renal tuberculosis. 
The earliest recognizable roentgen findings in renal 
tuberculosis are “fringing” of the calyces and cal- 
cification in areas of cortical necrosis. 

Correct information is obtainable from complete 
roentgen studies in 70 per cent of the cases. Forty 
per cent of cases of known renal tuberculosis studied 
by the author showed areas of cortical calcification 
in the plain film. The findings based on direct 
smears were accurate in only 55 per cent. In the 
other 45 per cent guinea-pig inoculations gave 
positive evidence. 

The author believes there are no contra-indica- 
tions to pyelography in renal tuberculosis. 

GILBERT J. Tuomas, M.D. 


Novacef, D.: The Leucocytic Formula in Renal 
Tuberculosis (La formule leucocytaire dans la 
tuberculose rénale). J. d’urol. méd. et. chir., 1932, 
XXXIV, 391. 

Investigations of the leucocytic formula in tuber- 
culosis have generally been limited to tuberculosis of 
the lungs. The author has been unable to find any 
study of the leucocytes in renal tuberculosis. Here- 
with he reports the results of such a study made in 
lorty cases observed in the Necker Hospital in Paris. 
On the basis of the clinical picture, the cases were 
(ivided into three groups: (1) those of beginning 
tuberculosis, (2) those of advanced tuberculosis, 
and (3) those of tuberculosis of attenuated virulence. 

From his findings the author draws the following 
conclusions: 

1. Renal tuberculosis produces characteristic cell 
changes in the blood, and the leucocytic formula 
may be considered important in the diagnosis. 

2. All forms of renal tuberculosis show a hyper- 
leucocytosis and an increase of the neutrophiles with 
undivided nuclei (deviation toward the left). 

3. From the total number of neutrophiles, mono- 
iuclears, and eosinophiles, the stage of development 
ol the disease may be deduced. 

4. In early cases the percentages of these cells 
are little changed. 


advanced cases, a hyperneutrophilia is 
lound, 
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6. In chronic tuberculosis with attenuated re- 
sistance, the mononuclears and eosinophiles are in- 
creased. Eta M. SALMONSEN. 


Melina, F.: Permanent Torsion of the Remaining 
Kidney Following Unilateral Nephrectomy 
(Torsione permanente del rene residuo in seguito a 
nefrectomia monolaterale). Arch. ital. di urol., 1932, 
ix, 405. 

In experimental studies of the anatomical and 
functional changes due to torsion of the remaining 
kidney after unilateral nephrectomy Melina found 
that the kidney can withstand a torsion up to 180 
degrees, but a torsion greater than that endangers 
the animal’s life. Torsion within 180 degrees did not 
result in any evidence of hydronephrosis. 

The lesions that follow permanent torsion are due 
to the disturbances of the circulation. They involve 
principally the tubular epithelium and, to a lesser 
degree, the interstitial connective tissue. In some 
areas Melina found the lesions advanced, but in 
others he noted evidence of regression and repair. 

Functional equilibrium was re-established within 
fifteen days, with the return of adequate circulation 
in the kidney. Peter A. Rost, M.D. 


Hamer, H. G., Mertz, H. O., and Wishard, W. N., 
Jr.: Ureteral Granuloma. J. Urol., 1933, xxix, 
43: 


The authors state that the symptoms of granu- 
loma of the ureter are not definite and the diagnosis 
is difficult. In the case reported in this article 
nephrectomy and ureterectomy were done because 
of great loss of blood and the roentgen signs of tu- 
mor. As bleeding occurred from the other side, the 
question as to whether the condition is bilateral 
in all cases is raised. Donatp K. Hisps, M.D. 


Ormond, J. K.: Some Experimental Work on the 
Site for Ureteral Transplant. J. Urol., 1933, 
XXxix, 15. 

The author reports studies of the cwcum as a site 
for transplantation of the ureter which were under- 
taken because of the death of a patient within three 
months after an operation in which it was necessary 
to transplant the ureter into the caecum on account 
of involvement of the sigmoid by a tumor. The 
studies were carried out on four monkeys. The 
right ureter was transplanted into the caecum and 
later the left kidney was removed. All of the results 
were poor. The author concludes that such an 
operation is useless as the products normally ex- 
creted in the urine are re-absorbed by the blood 
stream and cause uremia. Donarp K. Hiss, M.D. 


BLADDER, URETHRA, AND PENIS 


Le Fur, R.: Bladder-Neck Disease (La maladie du 
col vesical). Bull. et mém. Soc. d. chirurgiens de 
Par., 1932, XXiv, 512. 

Le Fur applies the name “‘bladder-neck disease” 
to a syndrome which is characterized by difficulty 
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of urination with complete or incomplete vesical 
retention; occurs ordinarily in men between thirty- 
five to forty years of age but occasionally also in 
men who are older; corresponds anatomically to a 
small and atrophied prostate with diminution of the 
caliber of the bladder neck by sclerosis, a bar, or a 
valve; and is cured by section or complete ablation 
of the bladder neck. Some surgeons have desig- 
nated it as “prostatism without prostate, there 
being no prostatic hypertrophy. 

The condition may evolve without infection of the 
bladder, but in some cases attacks of bladder infec- 
tion may be caused by the colon bacillus, entero- 
coccus, or staphylococcus. Sometimes the stricture 
of the neck of the bladder is due to gonorrhoea. 

In discussing the surgical treatment Le Fur says 
that Luy’s operation of forage of the prostate and 
bladder neck is appropriate, especially when there is 
a simple obstruction due to enlargement of the lower 
lip of the bladder neck. In total sclerosis of the blad- 
der neck complete destruction of the bladder neck 
through a suprapubic incision is indicated. 

The transvesical route of approach is preferred by 
the author. The bladder is widely opened and the 
bladder-neck region well exposed. A complete cir- 
cular incision is made at a distance of about 1 cm. 
from the neck. The bladder-neck muscle or the 
sclerosed tissues of the neck are then grasped with 
Kocher forceps at four points. The seized tissue and 
all irregular sclerosed masses are then trimmed with 
curved scissors or the bistoury so as to form a 
shallow trench at the site of the bladder neck which 
will permit ablation of the neck. 

Hemorrhage is best controlled with tampons. 
The tampons are removed after two or three days, 
and the suprapubic drainage is discontinued after 
from eight to ten days. Urethral dilatation is begun 
early, immediately after removal of the urethral re- 
tention sound, and is continued for a long time. 

Le Fur reports two typical cases treated according 
to the described technique with very satisfactory 
results. The first was a case of diffuse sclerosis of the 
bladder neck with total stricture, and the second a 
case of valve of the bladder neck which caused only 
partial occlusion of the neck. Etta M. SaLmMonsen. 


De Berne-Lagarde: Double Urethra (Les urétres 
doubles). Arch. d. mal. d. reins et d. organes génito- 
urinaires, 1932, Vii, 39. 

The first complete study of double urethra was 
made by Picardat in 1858. In 1927, Chauvin clas- 
sified the various types as follows: 

1. True complete double urethra. 

2. Blind para-urethral canals. 

a. Opening into the bladder (rare). 

b. Opening on the skin surface as blind pas- 
sages situated laterally, below the 
urethra, or dorsally. 

3. Bifurcations of the urethra, which may be 

posterior, anterior, or inferior. 

In the author’s opinion only the canals located 
above the urethra are true accessory urethra. The 
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orifice is usually at about the middle of the dorsum 
of the penis. Less commonly it is in the retroglandu- 
lar sulcus or at the extremity of the glans. Anterior 
to the orifice there is often a groove. The normal 
urethra may show a certain degree of hypospaiias, 
Ordinarily the canal lies immediately beneath the 
skin, but in some cases it may run between the 
corpora cavernosa. Its caliber varies from i to 
1o mm. The tract may be only a few millimeters 
long or may extend to the symphysis pubis or the 
prevesical space. Occasionally it communicates with 
the normal urethra and more rarely with the bladder, 

Although few studies have been made of its struc- 
ture, it seems to be identical with that of the normal 
urethra. 

The authors review the embryology of the urethra 
in detail and discuss the theories advanced to explain 
the formation of accessory passages. They conclude 
that accessory passages have their origin in ectopia 
of the urethral lamina when this is formed by the 
partitioning of the cloaca. 

The symptoms caused by accessory urethr de- 
pend upon the type. Unless infected by the gono- 
coccus, the blind type opening on the skin surface 
may remain undiscovered. Urine in small amounts 
usually escapes when there is a communication with 
the urethra or bladder. When the opening into the 
bladder is outside the sphincter there is incontinence. 

An accurate diagnosis of the type of the tract can 
be made by simultaneous exploration of the normal 
and the accessory urethra with sounds and filiform 
bougies alone or with the urethroscope, or by rvent- 
genography of the passages after their injection with 
an opaque medium. 

The simplest treatment is incision of the tract to 
put it into communication throughout its length with 
the skin or the urethra. When feasible, complete ex- 
cision is the method of choice. Caustic injections 
are dangerous and rarely produce a permanent cure. 

The author reviews thirty-four cases collected 
from the literature. The earliest case was reported 
by Marchal in 1852. The author reports two cases 
from the service of Papin. 

ALBERT F. De Groat, \1.D. 


GENITAL ORGANS 


Hyams, J. A., and Kramer, S. E.: Prefibrosis at the 
Vesical Neck. Am. J. Surg., 1933, xix, 10. 


To determine the causes and pathological changes 
of vesical neck fibrosis a careful gross and his! ologi- 
cal study was made of the region lying between the 
interureteral ligament and the ejaculatory ducts. It 
was found that infection of the mucous ani sub- 
mucous groups of glands in the posterior urethra, 
vesical neck, and trigone caused changes in the pos- 
terior urethra and vesical neck. The inflammatory 
elevation at the vesico-urethral orifice involving the 
retropubic area and the glandular adnex: has 
been termed “prefibrotic bar.” The study reported 
included the seminal vesicles, ejaculatory ducts. 
verumontanum, and prostate because it wis soon 
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determined that repeated infections of the sub- 
mucosal glands originated in these parts. 

Kighty-four specimens were subjected to micro- 
scopic study of serial sections. Some showed active 
suppurative lesions of the prostate or the peripros- 
tatic or vesicular areas, and others an active acute 
or subacute urethral and vesical neck inflammation 
with indefinite prostatic or vesicular inflammation. 
A third group presented cicatricial changes with 
abnormalities of the prostatic ducts, urethra, and 
verumontanum. In one group of cases the specimen 
showed few changes, but there were lesions in the 
upper urinary tract. 

Celloidin corrosion casts were made of sixty speci- 
mens for gross study and the findings checked with 
microscopic study of the prostate and vesicles with- 
out serial sections. Examination of several hundred 
autopsy specimens revealed a higher incidence of 
inflammatory changes than could be demonstrated 
by palpation alone. Additional specimens obtained 
from the posterior vesical lip with the McCarthy 
punch in proved cases of median bar were studied 
and compared with similar autopsy material. A 
study of sixty-two specimens of acute, subacute, and 
chronic prostatitis showed similar conditions in the 
accessory glands on the posterior vesical lip and the 
trigone with inflammatory changes of the posterior 
vesical iip. Inflammation in the vesical neck was 
accompanied by inflammation of the prostate in like 
degree. Thirty per cent of the specimens showed 
changes in the verumontanum and ejaculatory ducts, 
and 20 per cent changes in the vesicles. 

Cases of prefibrotic elevations are classified as fol- 
lows: (1) those with acute inflammatory changes in 
the vesical neck and posterior urethra; (2) those of 
subacute prostatitis with involvement of the poste- 
rior urethra and vesical neck; and (3) those of pre- 
fibrotic elevations with scirrhous changes in the 
retropubic area and chronic inflammation of the 
adnexa. The average age of the patients was forty- 
live years. In 25 per cent of the cases gonorrhoea 
was denied. Other local conditions, such as stric- 
ture, were occasional factors. 

A careful study of the history and a thorough 
physical examination are necessary for the diagnosis 
of prefibrotic bar. 

The treatment should be directed toward the 
source of the inflammation. Operative removal is 
very definitely contra-indicated. It should be re- 
served for the terminal or quiescent fibrosis. 

CLAUDE D. Pickrett, M.D. 


Ross, N.: Radiographic Diagnosis of Prostatic 
Enlargement. Lancet, 1933, ccxxiv, 14. 


In the diagnosis of prostatic obstruction rectal 
palpation alone is often misleading. Only by cysto- 
scopic examination or aérocystography may senile 
enlargement and prostatic bar obstruction be differ- 
tntlated. Cystoscopy may be rendered impossible 
by obstruction due to contraction of the bladder 
neck, hemorrhage or gross sepsis obscuring vision, 
‘evere pain, or the lack of an expert cystoscopist. 
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From a series of thirty cases the author has come 
to the conclusion that aérocystography is just as reli- 
able as cystoscopy and in certain cases is superior 
to the latter. The technique is simple. The dis- 
tended bladder is decompressed by the usual method 
and the colon is cleared out. The bladder must be 
empty. Through a No. 5 catheter, air is gently in- 
troduced into the bladder with a 20- or 50-c.cm. 
record syringe. When the positive pressure within 
the bladder is sufficient to push the plunger back, 
the bladder is filled to capacity. More than 300 c.cm. 
of air may be required to fill it. The kilovoltage of 
the tube should be between 40 and 50. An anterior 
roentgenogram gives all information necessary. 

The interpretation is easy. The normal bladder 
outline is usually circular and smooth. If the roent- 
genogram is made at the correct angle, the lower 
part of the bladder will be about '4 in. above the 
pubic bones. If an intravesical enlargement of the 
middle and lateral lobes is present there will be a 
definite conical projection upward from the base of 
the bladder. The edges are continuous with those 
of the inferior bladder margin. If the outline is 
smooth and regular, an adenoma may be suspected, 
but if the outline is irregular or limited to one lobe, 
malignancy may be present. . 

If the symptoms of obstruction are present but 
instead of the conical enlargement there is an indefi- 
nite blurring around the sphincter, a diagnosis of 
bar obstruction of the glandular type such as is seen 
in hypertrophy of Albarran’s tubules is usually 
made. A large fibrous bar will appear at the base 
as a straight horizontal mass extending from side te 
side and projecting from 14 to % in. above the lower 
margin. 

Valuable information may be obtained by this 
method also concerning pathological changes in the 
bladder and bladder wall. The findings have been 
confirmed at operation. Postoperative tags may be 
visualized. 

In conclusion the author emphasizes that aéro- 
cystography is a valuable adjunct to other methods 
in the diagnosis of prostatic obstruction and blad- 
der conditions and can be used when cystoscopy is 
impossible. The technique is simple and the danger 
is limited. The examination is practically painless. 
D. M.D. 


Gaudy, J.: The Irradiation Treatment of Prostatic 
Adenomata (Le traitement radiothérapique de 
V’adenome prostatique). Bruxelles-méd., 1932, xiii, 1. 


At the request of the Belgium Society of Urology, 
Gaudy made an analysis of the effect of irradiation 
therapy on prostatic hypertrophy. He states that 
irradiation of living tissue may be followed by slight 
functional disturbance, temporary cessation of func- 
tion, or death of the tissue. According to Bergonié’s 
law, the most actively dividing cells are most sensi- 
tive to irradiation. 

In the practice adopted today, X-ray irradiation 
of the prostate is carried out with from 100,000 to 
200,000 volts, a filter of from 0.5 to 1.0 mm. of cop- 
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per, and a filter of from 0.5 to 1.0mm. of aluminum. 
The anticathode is generally placed from 30 to 
50 cm. from the skin, and four portals of entry, two 
anterior, one perineal, and one posterior, are used. 
The dose is spread out over a period of from eight 
to twelve days in order to avoid the reactions that 
may result from massive doses. 

As the histological changes that result from irradi- 
ation have been insufficiently studied, no definite 
statement can be made about them. With regard 
to the effect of this form of treatment on the symp- 
toms, clinical signs, and general course of the disease 
there are conflicting views. The definite contra- 
indications are infections of the bladder and pros- 
tate. Diabetics tolerate irradiation poorly. 

The best results are obtained in cases of hamor- 
rhage in prostatic hypertrophy, in which the bleed- 
ing is easily and quickly controlled. As a rule this 
form of therapy alleviates pain, tenesmus, polyuria, 
and priapism when they are due to congestion of the 
prostate, but occasionally it makes them worse. 
Many urologists have reported series of cases in 
which the retention has apparently been reduced, 
whereas others have noted no change or have found 
that incomplete retention was converted into com- 
plete retention. Urologists differ in their estimate 
of the amount the prostate shrinks under X-ray 
treatment. Few have reported cystoscopic findings 
before and after the treatment. 

The author believes that in most cases this type 
of therapy has only a transitory value. He maintains 
that it does not greatly change the course of the 
disease, and that as a rule the patient eventually re- 
quires a prostatectomy, which is made more diffi- 
cult by the increased fibrosis. He concludes that the 
chief indications for irradiation therapy are the con- 
trol of bleeding and the cases of patients who refuse 
or cannot withstand prostatectomy. 


Radium therapy has been carried out by placing 
the element against the tumor through the urethra 
or introducing it in a container into the rectum. No 
mention is made of the introduction of radium. 
emanation seeds into the tumor through the peri- 
neum. Gaudy believes that radium implantation 
has more to offer than X-ray irradiation, but that it 
has not yet been adequately studied or developed. 
Joun W. Epton, M.1). 


Mackenzie, D. W.: Fibromyxosarcoma of the Sper- 
matic Cord. The Report of a Case and a Review 
of the Literature of Cord Tumors. Brit. J. 
1932, 1V, 307. 

In a review of the literature the author was alle to 
find records of 197 cases of tumor of the speriatic 
cord. These growths are variously classified accord- 
ing to their pathological character. The author pre- 
fers the classification of Rubaschow, which div ides 
them into: (1) embryonal growths, including 
teratomata, dermoids, and heterologous tumors such 
as myxosarcoma, fibromyxosarcoma, and myxwlipo- 
sarcoma, and (2) growths arising from local tissues, 
such as lipoma, fibroma, myxoma, and sarcom.. 

These tumors generally occur on the left side. 
They may develop at any age. Symptoms may be 
absent until they become large, when their weight 
may produce a dragging sensation. The differential 
diagnosis from other conditions in the inguinal «anal 
and scrotum may be difficult. Although the benign 
tumors grow slowly, they may undergo sarcomatous 
degeneration. The malignant tumors grow rapidly 
and metastasize early. 

In cases of benign growths, simple enucleaticn is 
sufficient. In cases of malignant growths, removal 
of the tumor, the testis, the epididymis, and as much 
of the cord as possible should be done and followed 
by deep X-ray therapy. Henry L. Sanrorp, \.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Reischauer, F.: Trauma and Haematogenous Bone 
Infection (Trauma und haematogene Knochenin- 
fektion). Beitr. s. klin. Chir., 1932, elvi, 411. 

This is a discussion of the causative relationship 
between trauma and osteomyelitis and trauma and 
tuberculosis of bone. 

The author states that there is only one sure way 
of judging the rdle played by trauma in the develop- 
ment of osteomyelitis, viz., investigation of the 
causes of spontaneous osteomyelitis. As yet, the 
latter have not been entirely explained. The pre- 
dominance of the staphylococcus aureus in the in- 
fection suggests an organ-specific sensitivity of the 
bone marrow. The author agrees with Sobernheim 
that the causative organism may gain entrance to 
the body through the intact mucosa as well as 
through peripheral inflammatory lesions. The spo- 
radic, transient sojourn of staphylococci in the 
normal marrow is denied. Such organisms as are 
carried by the circulation are promptly destroyed 
by the normal marrow. The author examined 
bacteriologically specimens of marrow obtained 
from fourteen patients in operations on bones. Five 
of the patients were young persons in the osteomye- 
litis age period. The cultures remained sterile. The 
theory that bacteria may vegetate in the healthy 
bone marrow is purely speculative. 

The curve representing the incidence of acute 
osteomyelitis according to age periods shows a 
sharp dip downward at the eighteenth year. The 
disease is three times more frequent in males than 
in females. Accordingly, there is a specific sensi- 
tivity to it which is related to age and sex. 

Acute osteomyelitis attacks the metaphysis, the 
zone where the cell-proliferating processes and the 
tissue metabolism are most active. Failure of the 
bactericidal forces of the marrow reticulum in the 
periods when the metaphysis is subjected to special 
biological demands is a possibility which has not yet 
been investigated. Nevertheless one still often hears 
the unfounded assertion that a trauma is the cause 
of decreased resistance to infection. 

Cited in order of decreasing frequency of involve- 
ment, the metaphyses most often affected are the 
lower end of the femur, the upper end of the femur, 
and the upper end of the humerus. This sequence 
is due to the rate of growth of the different regions 
and not, as claimed by Thiem, to more frequent 
involvement of the lower extremities by trauma. 
Clinical study of acute osteomyelitis therefore shows 
that the condition occurs only where new bone is 
developing and corresponds to the period of develop- 
ment and the rate of growth. 
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The theory that trauma is of importance in the 
causation of this condition is based solely on the 
apparently positive results of animal experiments 
and assertions from lay sources. The results of 
animal experimentation preceding those of Lexer 
and consisting of massive blood inoculations and 
the production of severe traumata and fractures 
proved nothing, and because of the specific patho- 
genicity and the biological characteristics of pus 
organisms in the rabbit, even Lexer’s results are not 
applicable to this problem. Osteomyelitis does not 
follow surgical operations on intact bones even in 
the age periods predisposed to this condition. 
Hiematogenous suppuration of a fracture is rare. A 
history of trauma is given with about equal fre- 
quency in cases of acute osteomyelitis as in those of 
bone cyst and osteogenic sarcoma. Trauma serves as 
an explanation in cases in which too little is known 
with certainty regarding the cause. The frequency 
of injuries in sports during the age periods predis- 
posed to osteomyelitis and the marked infrequency 
of osteomyelitis following accidents in sports also 
speaks against the assumption of an etiological rdle 
of trauma. The theoretical possibility of a weaken- 
ing of the protective function of the tissues without 
determinable anatomical changes has not been 
proved. 

Following this clinical discussion the author takes 
up the subject of forensic practice. He states that 
trauma may be regarded as a factor in the develop- 
ment of osteomyelitis only when the injury was 
severe, there is a close correspondence between the 
site of the trauma and the site of the suppuration, 
and the inflammatory process followed the injury 
within five or six days. All of these requirements 
must be met. In cases of chronic osteomyelitis and 
those of bone abscess the intermediate symptoms 
must have been present at least fourteen days since 
the accident. In cases with a fulminating course 
the shortest interval between the injury and the 
appearance of the inflammation must not have 
been less than twelve hours. When these require- 
ments are met, about 5 per cent of the cases may be 
given recognition. 

With regard to the relation of tuberculosis of bone 
to trauma the author states that negative clinical 
and roentgenological findings do not exclude the 
possibility that bacilli from some focus in the body 
are entering the circulation. Massive emboli are not 
necessary for infection of the skeletal structures; 
the dissemination of isolated bacilli is sufficient. 
According to recent statistics, the development of 
tuberculosis of bones and joints may be ascribed to 
trauma in not more than 1 per cent of the cases. 
The most common relationship claimed is aggra- 
vation of tuberculosis already present. Such a re- 
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lationship may be assumed only if the injury was 
sufficiently severe to produce an aggravation of the 
condition, the subsequent course of the condition 
was definitely different from the usual course, and 
the evidences of aggravation of the condition were 
noted within three or four days after the injury. 
Other relational possibilities, particularly the possi- 
bility of a site of diminished resistance, are more 
than questionable. Localization due to trauma 
requires the previous presence of bacilli in the cir- 
culating blood. The frequency of tubercle bacilli in 
the blood stream is not yet known definitely. How- 
ever, in numerous operations performed on the 
bones and soft parts in the recognized presence of a 
bacillemia in clinical cases, localization of tubercu- 
losis has never been demonstrated. With regard to 
animal experimentation in this connection, the 
author cites Zollinger’s criticism. 

The next question to be discussed is that of 
mobilizing trauma. Reischauer states that accord- 
ing to clinical and roentgenological studies, latent 
foci are very rare and he was unable to find a latent 
focus in any of the cases of bone and joint disease 
admitted to the Breslau Clinic in a period of five 
years. The theory that trauma may mobilize bac- 
teria present in normal bone tissue is to be rejected 
because of lack of proof. The only theory which has 
any basis in fact is that of the aggravation of bone 
tuberculosis already in the process of development. 

In conclusion Reischauer says that it remains 
doubtful whether trauma is of any noteworthy im- 
portance in the origin or localization of osteomye- 
litis or tuberculosis of bone. HELLNER (Z). 


Fontaine, R., and Herrmann, L. G.: Post-Trau- 
matic Painful Osteoporosis. Ann. Surg., 1933, 
xcvil, 26. 

Bones are not inert supporting structures with a 
fixed and unchangeable constitution, but react as 
do other tissues in the body. 

Following trauma, with or without fracture, there 
occurs frequently an osteoporosis associated with 
pain and vasomotor disturbances which resists all 
ordinary forms of treatment and is very disabling. 
This is usually attributed to disuse of the part, but 
may occur too rapidly to be thus explained and is 
seen in extremities not subjected to immobilization. 

According to another theory, it is due to reflex 
disturbances of the vascularity of the bone, an 
anemia resulting in a deficiency in the supply of 
calcium salts brought to the bone. This theory is 
disproved by the infrequency of the disorder after 
ligation of the principal artery of an extremity 
either from necessity in human beings or experi- 
mentally in animals. 

Osteoporosis is rare after fractures of the shaft, 
but common after trauma to the periarticular or 
juxta-articular regions, with or without fracture. 
It is especially frequent after injuries to the ankle 
and wrist. 

The authors believe that trauma to the tissues 
in the neighborhood of joints produces reflex vaso- 


motor changes which in turn cause an early local 
hyperemia that may be noted clinically and by 
oscillometric studies. This hyperemia is a necessary 
factor for the absorption of bone, although it may 
be followed in a later stage by vasoconstriction ani 
anemia. 

Osteoporosis is most common in the short bones 
of the hands and feet. It occurs frequently also in 
the metatarsals, metacarpals, and phalanges, and 
occasionally in the epiphyses of the long bones. |n 
some cases it has been found in the flat bones of the 
skull. True osteoporosis is associated with pain and 
vasomotor disturbances, being thus distinguished 
from osteoporosis due to disuse. Jt is of four main 
types: the post-traumatic, the post-infectious, the 
type associated with nerve disorders, and the (\ys- 
trophic type associated with altered ovarian func- 
tion. 

This article deals only with the post-traumatic 
type. In its true form it is always characterized by: 

1. Loss of motor function, which is marked and 
out of proportion to the extent of the trauma. 

2. Pain, which is acute, of greater severity than 
is accounted for by the trauma, and not relieved by 
immobilization. 

3. Vasomotor disturbances, which are constant 
and include cyanosis, cedema, a sensation of cold, 
atrophy of the skin, and pain. Hyperthermia is 
usually marked, but the oscillometric index is the 
most reliable criterion of the extent of vasomotor 
change. 

The roentgenological findings indicate that there 
are two main forms of post-traumatic osteoporosis, 
the acute and the chronic. The acute form comes on 
rapidly in a few weeks and is characterized by a 
marked mottling mainly in the carpal and tarsal 
bones and a thinning of the cortex such that the 
outlines of the individual bones are frequently lost. 
In the chronic form there is a diffuse rarefaction 
with thinning of the horizontal lamella. These 
changes seem to divide themselves into three stages: 
the onset, the height of the disease, and the period 
of re-organization. They may be so marked in the 
second stage that a diagnosis of tuberculous ostco- 
arthritis is made. The duration of the stages is 
variable, but the first two are rather rapid and the 
third is slow. It is the slowness of recovery with its 
frequently long period of disability, sometimes re- 
sulting in permanent crippling, which makes impor- 
tant the proper diagnosis and treatment of this 
disorder. 

In the diagnosis three main clinical groups of 
cases are distinguished. In the first group slight or 
moderate trauma to the wrist or ankle is followe:! by 
pain with vasomotor disturbances and limitation 
of motion developing over a period of several weeks, 
at the end of which time the roentgenogram reveals 
the marked osteoporosis so frequently diagnos: «| as 
tuberculous osteo-arthritis. In cases of the second 
group there has been a fracture which has been 
properly reduced, but the symptoms continue. In 
cases of the third group there has been only slight 
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trauma to the soft parts, but muscle spasm and 
tenderness persist with marked pain. Vasomotor 
disturbances are slight, but the roentgenogram re- 
veals diffuse mottling of the bones. These milder 
cases Should be treated in the same manner as the 
severe cases. 

Pathological studies, which have been made in 
only a few cases, show diminution of the spongy 
medullary bone, enlargement of the haversian canals, 
thinning of the cortex, and replacement of the 
medulla by fat. 

Until recently the treatment has been sympto- 
matic, consisting in the use of immobilization, heat, 
physical therapy, and glandular products. As a 
rule the results have been unsatisfactory. Since 
1924 periarterial sympathectomy has been done in 
all cases admitted to the clinic of Leriche. The 
results have been gratifying. The authors report 
twenty-one cases in detail. In nine, the wrist was 
involved, in seven the ankle, and in five the shoul- 
der. In the majority of the cases the operation 
resulted in complete relief. When the disease was 
limited to the bones of the wrist or ankle, a simple 
periarterial sympathectomy was done, but when all 
of the bones of an extremity were involved a sym- 
pathetic ramisection or ganglionectomy was per- 
formed. 

The authors conclude that post-traumatic osteo- 
porosis is an entity which, if left untreated, usually 
results in long disability and ankylosis. They urge 
early recognition of the condition and early treat- 
ment by appropriate operations on the sympathetic 
nervous system. 

The article is supplemented by an extensive 
bibliography. Cuester C. Guy, M.D. 


Moore, S.: A Discussion of the Diagnosis and X- 
Ray Treatment of Malignant Disease of Bone. 
Am. J. Surg., 1932, Xviii, 403. 

The skeleton is better understood than many 
other parts of the body because of the facility with 
which it can be studied with the roentgen ray. How- 
ever, roentgen-ray examination is not employed 
generally enough in the classification of bone malig- 
nancies. A very small percentage of malignant 
growths involve the bones and fewer still are pri- 
mary in the bones. 

The author regards Kolodny’s classification of 
malignant tumors of bone as a good one, but sug- 
gests the following more simple classification: (1) 
tumors originating from tissue included within the 
bone, (2) bone tumors proper, and (3) tumors 
originating from the investments of the bones. 

Osteogenic sarcoma spreads rapidly into blood 
spaces and vessels along the areolar tissues and for 
distances which cannot be suspected. It rarely 


infiltrates adjacent bones or metastasizes to remote 
portions of the skeleton. It metastasizes by blood- 
Stream distribution and does not involve the 
lymphatics. Its metastases are pulmonary. 
Myelomata spread more slowly, but ultimately 
tend to involve the entire marrow system with 
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= degrees of destruction of the containing 
one. 

Giant-cell sarcoma has only a slight tendency to 
invade surrounding parts, does not metastasize, and 
only rarely recurs after excision or amputation. 
When it is given proper early treatment the prog- 
nosis is good. 

Metastatic hypernephroma causes much confu- 
sion in the diagnosis of bone lesions. It may forma 
single focus in a single bone or have a wide distri- 
bution throughout the skeleton. It forms metastases 
in the lungs. Roentgenologically it may simulate 
osteogenic sarcoma in its focal and pulmonary distri- 
bution. In the presence of multiple skeletal foci 
and characteristic findings in the lungs the neoplasm 
may safely be regarded as a hypernephroma rather 
than a bone sarcoma. 

Epithelial tumors metastatic to bone are easily 
confused with malignant tumors primary in the 
bones. However, patients with metastatic epithelial 
tumors are usually older than those with bone sar- 
coma, and the metastases of epithelial tumors are 
usually multiple. Moreover, epithelial tumors rarely 
metastasize distal to the most outlying lymph nodes, 
namely, those at the elbow and knee. 

Bone metastases from melanomata have never 
been observed. 

Irradiation given as palliative treatment should 
be employed late as it tends to become less efficient. 
In cases of involvement of the spine in which the 
pain cannot be controlled with morphine, irradia- 
tion often gives relief. When surgery is indicated it 
should be radical and performed above the joint 
proximal to the growth. In cases of pathological 
fracture of the extremities, great swelling, fungus 
formation, and ulceration, amputation or excision 
should be followed by irradiation. In cases of 
giant-cell tumors, irradiation should be tried before 
surgery is considered unless a joint is involved. A 
useful therapeutic adjunct in cases of malignant 
bone disease is Coley’s toxin treatment. 

ARTHUR H. WEILAND, M.D. 


Key, J. A.: The Production of Chronic Arthritis by 
the Injection of Weak Acids, Alkalies, Distilled 
Water, and Salt Solution into Joints. J. Bone 
& Joint Surg., 1933, XV, 67. 


The author presents the results of a series of ex- 
periments in which chronic progressive arthritis was 
produced in animals by the repeated injection into 
the joints of weak acids, weak alkalies, distilled 
water, or salt solution. 

Normal adult rabbits were used. The fluids in- 
jected were N/50 HCl, N /50 NaOH, distilled water, 
a 0.85 per cent solution of NaCl, and a to per cent 
solution of NaCl. From 1 to 2 c.cm. of the fluid 
were injected into each knee joint three times a 
week, and from eight to twenty-eight injections 
were given. Examinations of the joints were made 
from one to eighty-five days after the last injection. 

As postmortem cultures of the joints yielded no 
growth, it may be assumed that the pathological 


: 
4 
; 
4 
. 


444 


changes occurring in the injected joints were caused 
by the solution injected. 

The joints with acute arthritis (one to three days) 
contained a moderate excess of cloudy, straw-colored 
fluid which showed large numbers of leucocytes and 
macrophages. In the joints with subacute arthritis 
(five to ten days) the leucocytes had disappeared. 
In the joints with chronic arthritis (from twenty- 
eight to eighty-five days) the fluid was decreased 
in amount and relatively clear, and contained only 
a moderate number of macrophages. 

In the joints with acute arthritis the areolar and 
adipose areas of the synovial surface exhibited an 
acute inflammatory reaction with hypertrophy and 
hyperplasia of the fixed tissue cells and infiltra- 
tion of the tissues with leucocytes and small and 
medium-sized round cells. In the joints with sub- 
acute arthritis the leucocytes had largely disap- 
peared, but the round-cell infiltration was more 
marked and the hyperplastic tissues tended to in- 
vade and overlap the margins of the articular car- 
tilage. In the joints with chronic arthritis the fixed 
tissue cells were about normal in size, but the 
synovial tissues were moderately thickened and in- 
filtrated with small and medium-sized round cells. 

In the articular cartilage a variable number of 
cartilage cells were killed with occasional separation 
of the superficial cartilage from the deep calcified 
zone. Occasionally the cartilage necrosis was sharply 
localized, but as a rule it was diffuse and especially 
marked over the bearing surfaces of the joint. In 
joints with considerable cartilage necrosis there was 
a variable amount of marginal proliferation of the 
articular cartilage. 

When the articular cartilage was eroded the under- 
lying bone became eburnated and the bone cells 
near the exposed surface died. These changes were 
accompanied by proliferation of cartilage and bone 
around the margins of the cartilage and beneath 
the adjacent periosteum which caused deformity 
of the joint. The joints did not tend to become 
ankylosed by fibrous tissue or bone. 

From these experiments it is evident that the 
articular cartilage is the most vulnerable of the joint 
tissues, and that the effect of repeated minor in- 
juries to the cartilage is cumulative. 

Chronic arthritis represents the response of a 
joint to injury. If the injury is limited to the 
articular cartilage and the joint continues to func- 
tion, hypertrophic arthritis results regardless of the 
type of the injury. If the injury is due to an acute 
infection, the result is a pyogenic arthritis and the 
ultimate outcome depends upon the amount of 
destruction occurring before the process is arrested. 
If the injury is a chronic irritation affecting chiefly 
the synovial tissues, the result is atrophic arthritis. 

Norman C. Buttock, M.D. 


Wetherby, M.: Chronic Arthritis: A Clinical Anal- 
ysis of 350 Cases. Arch. Int. Med., 1932, 1, 926. 


Of the 350 patients whose cases were studied by 
the author, 68.57 per cent were women and 31.43 
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per cent were men. In both sexes the incidence o/ 
the condition was highest in the fifth decade. The 
duration of the symptoms was over one year in $s 
per cent of the cases and over five years in 55 per 
cent. 

Monarticular involvement was present in only ; 
of the 350 cases. A study of the incidence of in 
volvement of the various joints showed that the 
knees were affected in 82.8 per cent of the cases, the 
fingers in 61.1 per cent, the ankles in 58.3 per cen, 
the spine in 57.1 per cent, the shoulders in 57.1 por 
cent, the wrists in 50 per cent, the hips in 4).6 
per cent, and the elbows in 42.6 per cent. 

Certain definite sex differences were noted in | \\c 
distribution of the involvement, the fingers, han: s, 
and toes being considerably more frequently 
volved in women than in men, and the spine, hi))s, 
and feet being more frequently involved in men th: \n 
in women. There was also a marked differeice 
between the sexes in the joints which were mist 
severely involved, the fingers being most seriou-|y 
affected in 16.6 per cent of the women and only ©.9 
per cent of the men, whereas the spine was must 
severely affected in 20 per cent of the men and only 
5 per cent of the women. Rheumatic disease of ‘ie 
heart occurred in 7 (2 per cent) of the 350 patieiits. 

In 102 (29.1 per cent) of the cases the arthritis 
was apparently preceded by a streptococcic in{cc- 
tion. The more common inciting sources \cre 
dental infection, sinusitis, acute respiratory in/ec- 
tion, tonsillitis, puerperal sepsis, and the puerperium 
without known infection. In 12 cases, polyarthritis 
immediately followed definite trauma. 

In 94 (31.3 per cent) of 300 consecutive cases of 
arthritis subcutaneous nodules were found. 

Of 50 consecutive cases, roentgen examinations 
of all painful joints showed a pure type of involve- 
ment in only 33.3 per cent, a mixed type in 57.3 
per cent, and no positive findings in 8.3 per cent. 

Partie Lewin, M.!). 


Dickson, J. A., and Crosby, E. H.: Periarthritis of 
the Shoulder: An Analysis of 200 Cases. /. 
Am. M. Ass., 1932, XCix, 2252. 


In an effort to elucidate the relationship of trauina, 
foci of infection, and metabolic factors in the etio! ogy 
of periarthritis of the shoulder and to determine the 
most efficacious treatment for this condition, the 
authors analyzed a series of 200 cases which «me 
under their care during the last nine years. || hey 
use the term “‘periarthritis of the shoulder,’ be- 
cause it describes the clinical entity better ‘ian 
“painful shoulder,” “subdeltoid bursitis,” 
cromial bursitis”, or “calcification of the supra-))in- 
atus tendon.” 

Periarthritis of the shoulder is a distinct © tity 
with a more or less constant clinical syndrome. | he 
authors omitted from their study all cases in \ xich 
the condition followed a definite dislocation, | rac 
ture about the shoulder, or complete tearing «the 
supraspinatus tendon by severe injury as des ‘bed 
by Codman. 
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In the typical case of the condition under dis- 
cussion there is either no history of injury or the 
patient attributes his disability to such a trauma as 
excessive work in the garden, washing windows, or a 
slight twist after throwing a baseball or playing golf. 
Under the latter circumstances it is always ques- 
tionable whether the alleged accident had anything 
io do with the condition found in the shoulder. 

Periarthritis is found as often in males as in 
females, and in over 80 per cent of the cases it 
develops after the age of forty years. The right 
shoulder is involved more frequently than the left, 
but the condition is often bilateral. 

The authors’ analysis suggests that foci of infec- 
tion and glandular dysfunction are much more 
important in the causation of the condition than 
trauma, but their exact importance is difficult to 
evaluate. The fact that calcium deposits are found 
in approximately the same percentage of all groups 
of cases regardless of whether traumatic, infectious, 
or glandular factors predominate indicates that 
there is some common underlying alteration in the 
physical state which determines the deposition of 
calcium. In 1917, Brickner suggested that some 
metabolic fault may be an etiological factor. How- 
ever, whatever the general factors, there must be a 
local disturbance which predisposes to the forma- 
tion of the calcium deposits about the shoulder. 

From their study of 200 cases the authors con- 
clude that the clinical syndrome of periarthritis of the 
shoulder is not influenced by the presence or absence 
of calcium deposits, and the presence of calcium is 
not an indication for operation. Foci of infection 
and glandular dysfunction seem to be much more 
important as etiological factors than trauma. 

The deposition of calcium is determined by some 
common underlying alteration in the physical state 
which is influenced by infection and endocrine 
irregularities. Patients with periarthritis of the 
shoulder tend to recover in from one to six months 
if they are adequately treated in the early stages of 
the disease. General treatment is important in 
these cases. Putt Lewin, M.D. 


Alpers, B. J., Grant, F. C., and Yaskin, J. C.: 
Chondroma of the Intervertebral Disks. Any. 
Surg., 1933, XCvii, 10. 

The authors discuss the occurrence of interverte- 
bral disk extensions into the spinal canal with chon- 
droma formation and cord compression. Trauma 
seems to be of importance in the development of this 
condition although a definite history of trauma is not 
always obtainable. Disk extensions are most com- 
mon in the cervical and lumbar regions of the spine, 
the regions most subject to injury. 

The tumors vary in size from that of a pea to that 
of a bean. They are extradural, hard or soft, and 
often multiple. They are made up of fibrocartilage, 
and seem to be outgrowths of the annulus fibrosus of 
the intervertebral disk. 

The clinical picture varies with the location of the 
tumor, but is usually that of compression of the 
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anterior aspect of the spinal cord with motor dis- 
turbances and cutaneous sensory loss. Subarachnoid 
block is not so frequent as in cases of true cord tumor, 
and the use of the roentgen ray is seldom of definite 
help. When low down, the nodules may produce 
unilateral sciatic pain. 

The authors report a case in which an inter- 
vertebral disk chondroma followed a severe back 
injury, caused pain and weakness in one leg, and was 
removed surgically with cure of the symptoms. 

Cuester C. Guy, M.D. 


Scaglietti, O.: Anatomical Studies of Sacralization 
of the Fifth Lumbar Vertebra (Richerche ana- 
tomiche sulla sacralizzazione della V* lombare). 
Chir. d. organi di movimento, 1932, XVii, 333. 


At the suggestion of Putti, the author made a 
study of the shape, diameter, and regularity of the 
walls of the anomalous foramina in fifty-eight cases 
of sacralization of the fifth lumbar vertebra to dis- 
cover the anatomical cause of the pain associated 
with the condition. In thirty-nine of the cases the 
sacralization was bilateral, in three it occurred on 
the right side only, and in sixteen it occurred on the 
left side only. The findings of the anatomical study 
are summarized as follows: 

1. Except where there was total and_ perfect 
fusion, supernumerary foramina had no grooves 
going toward the exterior. The foramina were 
directed anteriorly and in a frontal plane. 

2. The margins of the vertebral bodies between 
the fifth lumbar and the first sacral showed accen- 
tuation of physiological eversion, especially by mar- 
ginal osteophytic formations secondary to arthritic 
processes. 

3. At the point of fusion of the apophyses there 
was a more or less apparent elevated border. 

4. The foramina frequently seemed limited in 
the transverse diameter to a minimum of 6 mm. 
With these slight variations in the shape of the 
anomalous foramina there was frequently an asso- 
ciated eversion of the margins of the vertebral 
bodies and of the new joints which caused a narrow- 
ing of the lumen of the foramina—a secondary, not 
a primary, narrowing. 

5. Congenitally narrowed foramina were very rare. 

6. The articulations between the fifth lumbar 
vertebra and the sacrum in cases of bony union of 
the large transverse process with the sacrum were 
often not fused. 

7. Jn some cases of fusion of the fifth lumbar 
vertebra to the first sacral vertebra there was a 
more or less accentuated bony border corresponding 
to the intervertebral disks, the foramina therefore 
being kidney shaped. 

8. Frequently, especially in cases of unilateral 
sacralization, the small articulations between the 
fifth lumbar vertebra and the first sacral vertebra 
on the side opposite the sacralization were involved 
by arthritic processes. 

9. The more accentuated development of a large 
transverse process was the cause of an inclination of 
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the body of the fifth lumbar vertebra with a corres- 
ponding decrease in the space between the trans- 
verse process and sacral wing of the opposite side. 

10. In hyperbasal sacra there was a slight bi- 
lateral contact with the transverse process. Hyper- 
basality of the sacrum may be regarded as a phase 
in the greater development of the sacral wing 
identical with that seen in the transverse process in 
the first stages of sacralization. 

11. In a case of sacralization studied in the 
cadaver the histological sections made frontally to 
preserve the anatomical relationships showed a fora- 
men both wide and free. In crossing the anomalous 
foramen, the fifth lumbar nerve, abundantly sur- 
rounded by adipose tissue, was nearer the interver- 
tebral disk than to the new joint. 

12. The cartilage of the new joint showed micro- 
scopically definite arthritic changes. 

The author concludes that among the primary 
factors causing pain in sacralization are the lack of 
external direction of the foramina and the rare 
occurrence of congenitally narrowed foramina. The 
secondary causes are more numerous and include 
arthritic changes in the intervertebral articulation 
between the fifth lumbar and the first sacral verte- 
bre. 

The author therefore believes that only in very 
rare cases can pain be attributed to a congenital 
narrowing of the foramina without secondary 
changes, and that more frequently it is caused by 
secondary changes which complicate the anatomical 
anomalies and produce irregularity of the walls and 
narrowing of the lumina of the supernumerary 
foramina. EvuGENE T. Leppy, M.D. 


Duejio, F. P.: The Problem of Non-Traumatic 
Fragmentations of the Patella. Patella Bi- 
partita (El problema de las fragmentaciones no 
traumaticas de la rétula. Patella bipartita). Rev. 
de cirug. de Barcelona, 1932, ii, 137. 


First observed in 1883 at autopsy as a bilateral 
lesion in a boy of twenty-one years, partition of the 
patella into a small supero-external fragment and a 
larger main body of bone has been observed in 
numerous instances, especially since the advent of 
roentgenography, until more than eighty cases have 
been recorded in the literature. The lesion is usually 
bilateral, although in occasional well-worked up 
cases it is found on only one side. 

The anomaly is usually mistaken for fracture. 
In 1925, Adams and Leonard found uncomplicated 
fragmentation of this type in 3 per cent of sixty- 
three cases in which a diagnosis of fracture of the 
patella had been made. The division may result in 
the formation of three or even more fragments of 
the patella. Three principal forms have been 
observed: 

1. That in which the patella is divided into a 
large central piece and a small peripheral fragment 
separated by a clear horizontal line, the smaller 
fragment lying below the main one. This type is 
found in 20 per cent of cases. 
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2. That in which the line of division is vertical, 
the smaller fragment being lateral and the larger 
one, constituting about two-thirds of the patella, 
being medial. This type is found in 5 per cent of the 
cases. 

3. That in which an oblique line of division sepi- 
rates a small single fragment or multiple fragmenis 
in the upper and outer portion of the patella. This 
is the classical type of the anomaly, which is foun 
in 75 per cent of the cases. 

Some surgeons have described also a type in 
which there is a bilateral duplication of the patella. 
In this type the lateral view shows what appears to 
be a nearly normal patella situated beneath a larger 
and thinner patella—two patella, one superimpos«| 
upon the other. 

These anomalies are often accompanied by other 
skeletal variations from the normal. 

The fact that the lesion is usually bilateral leas 
to the assumption that it is due to a disturbance 
during the development of the patella. Patellar 
ossification occurs usually at the age of five years. 
In the majority of cases there is a single nucleus of 
ossification, but in 15 per cent there are two or more 
nuclei. The action of the quadriceps has been sug- 
gested as a cause of the division. In experiments 
carried out on rats by Mueller in 1924, in which one 
extremity was kept strongly flexed, it was noted 
that the corresponding patella was divided into a 
large central and a small peripheral fragment sepa- 
rated by a transverse line. This observation sug- 
gested Osgood-Schlatter disease and Larsen-Johans- 
son disease. It is entirely possible that the union 
of multiple nuclei of ossification in a patella may be 
disturbed by the action of the quadriceps. 

Clinically there is often a history of traumatism, 
such as a fall, a blow, or excessive exercise, but 
sometimes traumatism is denied. As a rule the 
symptoms develop slowly. 

In fractures, the fissure has a serrated aspect, 
whereas in patella bipartita it has smooth borders. 
The relative size of the fragments is also of impor- 
tance in the differential diagnosis, as nearly equal 
size suggests a fracture. In fracture, the fragments 
are often separated, whereas in patella bipartita 
they are coapted. The anomaly usually occurs in 
males between ten and fifteen years of age. 

The treatment should be conservative, consisting 
in the use of a restraining bandage, hydrotherapy, 
rest from exercise, a diet rich in vitamines, and the 
administration of viosterol and calcium. Surgery 
should be considered only in cases in which a ‘is- 
located fragment has caused arthritis by irritation. 
James T. Case, M.!) 


Ryrie, B. J.: Adamantinoma of the Tibia: Its 
Etiology and Pathogenesis. Brit. M.J., 1932, il; 
1000. 


The origin of extra-alveolar adamantinoma at the 
base of the skull and in relation to the pituiiary 
gland is satisfactorily explained on embryological 
grounds. The only other extra-alveolar adaman- 
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tinoma of which the author is aware is the very 
infrequently described adamantinoma of the tibia. 
Cases of adamantinoma of the tibia are so similar as 
to indicate that the condition is a definite clinical 
and pathological entity. In all, there is a history of 
trauma which was slight so far as surface injury was 
concerned; the tumor developed after a latent 
period; the tumor occurs in the bone and periosteum, 
not in the soft parts; the histological structure of the 
tumor is the same, being that of certain types of 
adamantinoma, basal-celled carcinoma, or rodent 
ulcer; and the tumor tends to recur locally. 

Fischer in 1913 attributed such tumors to the 
growth of an epithelial germ rest dating from the 
period of tooth-germ formation. He rejected trauma 
as an etiological factor. In 1931 Baker and Hawks- 
ley also postulated a fetal epithelial rest, but con- 
cluded that the rest is stimulated to grow by injury. 
The author believes that trauma to the tibia may 
break up the deeper layers of epithelium without 
disturbing the surface, and that the anatomy of 
the region of the tibia favors deep laceration with 
hematoma formation and subsequent ossification. 
In soft tissues, absorption or repair takes place more 
readily, but the ossified hematoma on the tibia, 
thwarted in efforts toward repair, ultimately passes 
into tumor growth. This theory explains the long 
latent period. The author rejects the fetal implant 
theory. The malignant tumor originating in the 
manner described does not involve the soft parts as 
the basal-cell type of carcinoma does not readily 
invade new types of tissue. 

This explanation of constantly frustrated repair 
and the final transition of hyperplasia into neoplasia 
brings the neoplasm into relationship to other types 
of pathological growth in inflammation and repair. 

ARTHUR H. WEILAND, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Wilson, J. C.: Operative Fixation of Tuberculous 
Hips in Children. End-Result Study of Thirty- 
Three Patients from the Orthopedic Depart- 
ment of the Children’s Hospital. J. Bone & 
Joint Surg., 1933, XV, 22. 


The recent trend in the treatment of tuberculosis 
of the hip joint has been toward surgical fusion, as 
it is generally agreed that healing of a tuberculous 
joint cannot be obtained with preservation of useful 
motion. However, opinions differ as to the advis- 
ability of fusion operations in the cases of children. 

The operation of iliofemoroplasty was developed 
alter intra-articular methods and the use of autog- 
enous tibial and fibular transplants had proved 
unsatisfactory. A curved incision is made below the 
crest of the ilium and the gluteal muscles and peri- 
osteum are stripped from the ilium and retracted 
posteriorly. The muscular attachments to the great 
trochanter are freed, and the epiphysis of the tro- 
chanter is displaced if it is not yet ossified. The 
shaft of the femur is exposed for about 6 cm. and 
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the joint capsule widely opened above. The great 
trochanter is then split in the long axis of the femur 
for 5 cm. and a fan-shaped portion of the outer 
cortex of the ilium reflected downward with its base 
at the acetabular margin. This flap is bent and 
fitted into the cleft in the trochanter, the muscle 
flap is replaced, and the patient placed in a pre- 
viously prepared bivalved, long, double spica cast. 

This operation is suitable for a child of any age 
who is a good surgical risk. Abscesses with or 
without sinuses are not contra-indications, and de- 
struction of the femoral head simplifies the oper- 
ation. Fixation is advisable early in the disease, 
but the diagnosis should always be confirmed by 
biopsy or aspiration of the joint before it is done. 

The thirty-three children whose cases are re- 
viewed by the author were from three to fourteen 
years of age. All of them had had some form of 
conservative treatment. In six cases the operation 
was performed in the presence of draining sinuses, 
and in ten, closed abscesses were encountered out- 
side of the hip joint. In twenty-three cases, drain- 
age continued for from six weeks to over five years 
after the operation. In two cases the operation was 
repeated once, and in two it was repeated twice. 

Immobilization was carried out postoperatively 
for from five months to three years. In every case 
it was continued until ankylosis was clinically firm. 
Even when weight-bearing was allowed, the hip 
was protected by a cast until fusion could be demon- 
strated by roentgenograms. This is advisable al- 
though clinical fusion frequently occurs before it 
can be seen in the roentgenogram. 

The optimum position for ankylosis of the child’s 
hip is thought to be in from 15 to 20 degrees of 
flexion and not over 10 degrees of abduction, with 
no rotation. This may be modified after examina- 
tion when the patient reaches adult life. The longi- 
tudinal growth of the femur is conserved rather 
than retarded by fusion, and scoliosis does not 
develop. 

In the cases reviewed there were no immediate 
postoperative deaths, but two of the patients died 
subsequently from tuberculosis. 

The fusion operation described prevents motion, 
thus allowing consolidation of the diseased areas 
which is followed by closure of the sinuses. Secon- 
dary infection is of no practical importance. The 
hips of twenty-seven of the thirty-three patients 
are solidly fused according to the findings of both 
clinical and roentgen-ray examinations. The great 
majority of the patients have been followed for 
from two to seven years since the operation. 
CHESTER C. Guy, M.D. 


FRACTURES AND DISLOCATIONS 


Volkmann, J.: Fractures of the Cuneiform Bone 
(Ueber Triquetrumfrakturen). Beitr. z. klin. Chir., 
1932, clvi, 275. 


In 7 per cent of cases of fracture of the distal ends 
of the radius and ulna there is involvement of the 
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bones of the wrist, including the cuneiform bone. 
Of eighty fractures of the cuneiform bone reviewed 
—seventy-four collected from the literature and six 
treated by the author—forty-five were associated 
with other injuries. Thirty-five were isolated frac- 
tures of the cuneiform bone. In the combined frac- 
tures avulsions on the side of the cuneiform bone 
next to the semilunar bone, often combined with 
perilunar dorsal dislocation of the hand, predom- 
inate. A particularly characteristic complication is 
a longitudinal fissure of the radius, which was found 
in one-tenth of the cases reviewed. Stellate fractures 
and total shattering are caused by the action of 
direct force such as crushing. Fractures produced 
indirectly are usually caused by a fall with the 
wrist in dorsal flexion or, less frequently, in volar 
flexion and the hand in marked pronation or ulnar 
abduction. They are evidently produced also when 
the forearm is thrown out for support at a right 
angle with slight rotation of the radial side of the 
palm. The latter position is usually assumed in 
backward falls on the hand. The resulting lesion 
ranges from a simple dorsal avulsion or avulsion on 
the side toward the semilunar bone, above the 
transverse, oblique, or, less frequently, longitudinal 
fracture line to a combination with a longitudinal 
fissure or fracture of the radius. 

The cuneiform bone does not become fractured 
very frequently because, with the ulnar half of the 
semilunar bone, it articulates with the articular disk 
by a relatively small joint surface, in contrast to 
the scaphoid bone and the radial portion of the 
semilunar bone. Important muscle insertions are 
absent, but the dorsal ligamentous apparatus is 
centered over the cuneiform bone. Very firm and 
short transverse ligaments which bind the cuneiform 
bone to the other carpal bones in the same row are 
important. Because of these, longitudinal frac- 
tures of the cuneiform bone may occur as the liga- 
ments hold more firmly than the bones. The mov- 
able, unsupported portion of the cuneiform bone 
can be avulsed more easily than the immovable 
portion. On the flexor side the ligamentum radio- 
carpeum volare gives very firm support. Counter- 
traction exerted by the ligamentum collaterale 
carpi ulnare inserted on the cuneiform bone favors 
avulsion of that bone. By traction and counter- 
traction with simultaneous distal fixation of the 
cuneiform bone fracture is produced. 

Of the fractures reviewed, all of the isolated frac- 
tures of the cuneiform bone and 8o per cent of the 
combined fractures occurred in males. The frac- 
tures were most common in middle-aged persons 
and were infrequent in children and old persons. 

The clinical syndrome is not very characteristic. 
However a fracture is suggested by localized pain on 
pressure and extravasation of blood just distal to 
the lower end of the ulna. If the forearm is laid ona 
table with the wrist and hand extending beyond the 
edge of the table, the hand is placed in the position 
it was in when the injury occurred, and an attempt 
is made to bring it into the opposite position by 
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extension, flexion, supination, or radial abduction, 
the patient will usually be able to demonstrate the 
site of the injury. However, the chief aid in the 
diagnosis is examination with the roentgen ray. 
Care must be taken not to mistake sesamoid bones 
for pieces torn from the cuneiform bone. 

In some cases the end-result of fracture of the 
cuneiform bone is a pseudarthrosis. In generil, 
however, the prognosis is favorable. Prolonged 
limitation of movement is unusual. 

The author recommends the application for a few 
days of a splint with a slightly compressing wet 
dressing to relieve the pain, effusion of blood, «i 
swelling. ‘The moisture should be applied to ‘he 
dressing from above without removing the dressing. 
After the removal of this splint a plaster-of-Puris 
splint should be applied for several days. Res.e- 
tion and extirpation are rarely indicated. In theaficr 
treatment, hot air, massage, and passive and active 
movements should be used. Erich Hempet (7 


Del Rosso, L. M.: Two Cases of ‘‘Isolated”’ Fracture 
of the Atlas (Sopra due casi di frattura ‘‘isolata” 
dell’atlante). Chir. d. organi di movimento, 152, 
Xvii, 325. 

Fractures of the atlas are rare and as they present 
no characteristic symptoms are almost impossil)|« to 
diagnose without a roentgen examination. [he 
author presents the clinical histories and rovnt- 
genograms of two cases of fracture of the atlas re- 
sulting from a fall on the head. 

Fractures of the atlas may be divided into two 
groups: (1) those with an accompanying lesion o/ 
the skull and of the second cervical vertebra, and 
(2) those without an accompanying lesion. Those of 
the first group are the more common. Those vo! the 
second group, to which the author’s two case= be 
long, are much less frequent. 

The site of the fracture is usually the anterior or 
posterior arches. Involvement of the articular por- 
tion or of the lateral masses is quite rare. -\s « rule 
there are multiple fractures through one or more oi 
the arches or through their bases. Fracture o! the 
posterior arch occurs in 60 per cent of the cases, 
fracture of both arches in 25 per cent, and fra ture 
of the anterior arch alone in 16 per cent. 

The most common complications of fracture of 
the atlas are rupture of the vertebral artery and 
injury of the occipital nerve. The most conimon 
cause of such fractures is indirect trauma. 


In uncomplicated fractures the progno-/s is 
favorable. 
The best treatment is immobilization for a! !cast 


two months, with the addition of traction |! the 
fracture is complicated. Operative interven! ‘on 1s 
rarely necessary. T. Leppy, 


Jacobson, J. N.: Fractures of the Upper End of the 
Femur in the Aged. Brii. J. Radiol., 1933, \1, 39: 


Of eighty fractures of the upper end of the 'emur 
in persons past seventy years of age, only fourteen 
were of the neck or intracapsular type, w icreas 
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sixty-six were through the trochanters or extra- 
capsular. This suggests that the latter are the more 
common type in the aged, which is contrary to what 
is customarily taught. 

The author believes that trochanteric fractures 
are not due to direct violence to this region, but are 
the result of a compression action produced when 
the body weight is thrown on the femur suddenly. 
In support of this theory he presents a mathematical 
diagram. Fractures of the femoral neck he at- 
tributes to axial torsion. 

He believes that the use of the terms “intra- 
capsular” and “‘extracapsular’’ for these injuries is 
misicading and suggests dividing all fractures of the 
upper end of the femur into the following five 
groups: (1) subcapital fractures of the neck, (2) 
transcervical fractures, (3) trochanteric fractures, 
(4) subtrochanteric fractures, and (5) ‘‘avulsion 
fractures” of the trochanter major. 

Cuester C. Guy, M.D. 
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Wolcott, W. E.: Circulation of the Head and Neck 
of the Femur: Its Relation to Non-Union in 
Fractures of the Femoral Neck. J. Am. M. 
ASS.5 1033, 

This report is based on seventy-nine cases of frac- 
ture of the hip and observations made at autopsy. 
Four cases of non-union following intracapsular frac- 
ture were treated by the Whitman reconstruction 
method. The author reports the roentgenographic 
and microscopic findings in the four removed femoral 
heads. In three of them there was definite increased 
density, but in none of them was there complete 
necrosis. 

The author concludes that the ligamentum teres 
carries a definite blood supply to the head of the 
femur regardless of the patient's age. As he believes 
this is of importance in the healing of fractures, he 
states that operations should be so executed that 
the ligament will not be damaged. 

CHESTER C. Guy, M.D. 
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BLOOD VESSELS 


Pemberton, J. deJ., and McCaughan, J. M.: 
Traumatic Lesions of Arteries; Indications for 
Therapeutic Ligation of Veins. Ann. Surg., 
1932, XCVi, 1103. 

In cases of inadequate collateral circulation, liga- 
tion of the main venous channel at the time of liga- 
tion of its companion artery is a valuable procedure. 
In cases in which the collateral circulation is ade- 
quate, it is definitely contra-indicated because of the 
prolonged circulatory imbalance likely to be induced. 
In cases in which the collateral circulation is ineffi- 
cient, ligation of the concomitant vein provides a 
more homogeneous distribution of the available 
blood and increases the chances of survival of the 
limb beyond the so-called critical time. 

The efficiency of the collateral circulation should 
be determined as accurately as possible before oper- 
ation and confirmed at operation. When the Henle- 
Coenen sign is positive, ligation of the accompanying 
vein is contra-indicated, but when this sign is nega- 
tive, ligation of the main venous channel is advisable. 


De Takats, G., and Quillin, L.: Ligation of the 
Saphenous Vein. A Report on 200 Ambulatory 
Operations. Arch. Surg., 1933, XXvi, 72. 


Ligation of the saphenous vein has been performed 
by the authors on 200 ambulatory patients. The 
operation is indicated in: (1) valvular incompetence 
of the long saphenous vein above the lower third of 
the thigh, (2) valvular incompetence of the com- 
municating valves which resists injection treatment, 
and (3) ascending thrombophlebitis of the saphenous 
vein, in which it is done to produce an effective 
barrier against embolism. An aseptic ligation close 
to the saphenofemoral junction seems safer than a 
massive thrombus produced by high injection as 
the latter may be loose and friable if a latent in- 
fection is activated. An equally important reason 
for advocating ligation of the saphenous vein at 
high levels is the frequent canalization of thrombi 
when the back-pressure of the blood is permitted 
to persist. While in a previous series of cases the 
incidence of recurrence following the use of injec- 
tion treatment alone was a little over 10 per cent, 
a recurrence developed in fewer than 1 per cent 
of cases when the treatment was based on proper 
indications and a correct technique was employed. 

The operation is contra-indicated when: (1) the 
vein is not involved above the knee, (2) there are 
multiple incompetent valves in the communicating 
branches which cannot all be ligated, and (3) there 
is evidence of insufficiency of the deep venous re- 
turn due to an old phlebitis or a deep valvular in- 
sufficiency. 
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The technique is described in detail with illustra- 
tions. The operation is done in a sterile operating 
room and with all precautions for asepsis. The vein 
is tied doubly and cut between two ligatures as 
high up as possible. No clamps are used. In the 
cases of ambulatory patients dressings are gluci to 
the skin with a solution of gum mastic to prevent 
secondary contamination. ‘The patients are asked 
to stay at home for two days and to return for ex- 
amination after forty-eight hours. They should not 
stay in bed during the day for any length of time. 

In 199 of the cases reviewed the postoperitive 
disability was estimated as follows: 161 paticnts, 
none; 22 patients, one day; 8 patients, two ‘ays; 
3 patients, three days; 3 patients, four days; 1 
patient, eight days; and 1 patient, nine days 

The complications were a novocain reaction ‘ue 
to intravenous injection, a hematoma, postojera- 
tive hemorrhage, a slight wound infection, and a 
fatal infection due to the hemolytic streptococcus 
which occurred in 1 case each. The authors believe 
that all of these complications are usually prevent- 
able. In none of the cases did embolism develop. 

Of the 200 patients, 32.5 per cent showed a 
massive thrombosis distal to the ligature, an‘! in 
20 per cent the obliteration was complete so that 
no further injections were necessary. In the others, 
injection treatment was carried out after the in- 
cision had healed. The number of injections fol- 
lowing preliminary ligation was small. In 9 per 
cent of the cases there was a palpable clot proximal 
to the ligature. The shorter the proximal stump 
the less was the possibility for the formation of! a 
clot. 

On the basis of these 200 ambulatory vein liga- 
tions combined with injection treatment the au- 
thors conclude that this procedure has a deiinite 
place in the treatment of varicose veins. 


Wright, A. D.: Phlebitis. Lancet., 1933, ccxxiv, 05. 


Phlebitis is almost entirely a disease of the lower 
extremities and may be brought about by a number 
of causes. A superficial phlebitis may be one 0! the 
earliest findings in malignant disease of the stomach, 
thrombo-angiitis obliterans, and thromboph'«bitis 
migrans. 

Bedridden patients should be watched for : auses 
of venous obstruction such as air cushions, knee 
bolsters, and prolonged rest in one position. Pa- 
tients with varicose veins should have the catreml- 
ties bandaged before they are subjected to ‘major 
surgery. 

The treatment of phlebitis of the posterior tibial 
vein consists of the application of a firm elastvplast 
bandage to the knee to anchor the clot and preven! 
extension. If the femoral vein is thrombos\| the 
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patient must be kept in the horizontal position as 
elevation of the limb may predispose to embolism. 
A rubber bed-pan should be used, and under no 
condition should a sitting posture be allowed. Strain- 
ing at stool must be avoided. After two or three 
weeks, when the swelling begins to subside, the ap- 
plication of a bandage from the foot to the groin 
will hasten recovery and reduce the size and weight 
of the limb, Later an elastic bandage or stocking 
should be worn indefinitely. 

Superficial phlebitis is a different problem. In 
the author’s cases a rubber pad is placed at the 
upper end of the clot and a tight elastoplast bandage 
applied below the pad. This expels the inflammatory 
exudates from within and around the vein and com- 
presses the clot and hastens its organization. The 
patient is kept ambulatory even if the temperature 
iselevated. This treatment should be continued for 
six weeks. At the end of that time the veins will 
be found obliterated. It is of great value when an 
excessive reaction follows the injection of varicose 
veins. 

A past femoral thrombosis is not a contra-indica- 
tion to the injection of obvious varicose veins. Vari- 
cose veins which are the site of repeated phlebitic 
attacks should be dealt with by injection. 

GrorGE A. CoLiett, M.D. 


De Takats, G.: The Management of Acute Throm- 
bophlebitic @dema. J. Am. M. Ass., 1933, C, 34. 


De Tak&ts states that the management of throm- 
bophlebitic oedema due to thrombosis of the deep 
veins usually consists of immobilization of the pa- 
tient for from four to six weeks with some elevation 
of the affected limb. Later cyanosis usually de- 
velops as the first symptom and is followed by a 
hard brawny swelling of the limb which is perma- 
nent. The appearance of collateral veins on the 
extremity depends upon the extent of thrombosis 
into the tributaries of the femoral vein. Chronic 
wedemas are a potential source of further trouble. 
Superimposed ringworm infection, thrombophlebitic 
ulcers, and flare-ups of lymphangitis and elephantia- 
sis may result. In extreme cases nothing short of 
amputation of the leg is of value. The cedematous 
iluid that follows extensive venous obstruction is 
hemorrhagic and rich in protein. 

The author describes a treatment which is a sys- 
tematic effort to get rid of the oedema in the acutely 
allected limb as quickly as possible and to alleviate 
the sequela. The leg elevated in a wooden frame 
surmounted by an electrical cradle, the fluid intake 
restricted to 20 oz. (600 c.cm.), and a diet low in 
calories and fats but with a liberal supply of carbo- 
hydrates is given. Salt is restricted, and once or 
\wice a week salt is prohibited entirely for a day. 
The most active dehydration can be accomplished 
\ith mercury diuretics, notably salyrgan. This is 
given intravenously in an initial dose of 1 c.cm. and 
's repeated every third or fourth day in 2-c.cm. 
loses until the oedema disappears. At the same 


ume, ammonium chloride may be given in doses 
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of from 4 to 6 gm. daily. The treatment includes 
also exercise and massage. Massage of gradually 
increasing intensity is given for five minutes daily 
for a week. It is never given higher than the knee, 
and the evening pulse and temperature are watched 
for a possible reaction. Later, the patient is allowed 
to hang his foot down over the side of the bed, 
and dorsal and plantar flexion of the foot for five 
minutes three times a day is prescribed. Finally 
the patient is allowed to be out of bed for gradually 
increasing periods of time. The arbitrary period of 


This management is of value only at the time 
the oedema appears. It has little effect in the chronic 
stage of thrombosis. 

J. THORNWELL WITHERSPOON, M.D. 


Gosset, A., Bertrand, I., and Patel, J.: The Physio- 
pathology of Arterial Embolism of the Ex- 
tremities. Experimental Studies (Sur la physio- 
pathologie des embolies artérielles des membres. 
Recherches expérimentales). Ann. d’anat. path., 
1932, ix, 841. 

The authors state that obliteration of an artery 
by a clot of blood may be brought about by throm- 
bosis or embolism. Thrombosis implies the existence 
of a traumatic or primary pathological lesion in 
the wall of the artery with a disturbance of the 
equilibrium between the liquid state of the blood 
and the integrity of the endothelium. This may 
give rise to diffuse or localized intravascular clotting 
of the blood. 

Embolism is the result of the lodgment, usually 
at the bifurcation of an artery, of a blood clot which 
was formed elsewhere. The clot increases in size, 
alters the arterial wall by contact with it, and in- 
terferes with the circulation of the extremity. 

In a series of forty dogs the authors produced 
arterial embolism of one extremity by injecting auto- 
genous blood clots through the common hypogastric 
artery into the peripheral circulation. Three animals 
failed to show signs of embolism because of frag- 
mentation of the clots at the time of the injection. 

Following the lodgment of the experimental em- 
bolus, the dog experienced great pain and the paw 
became pale, cold, immobile, and anesthetic. Pulses 
were absent below the obliterated portion of the 
artery. The coldness and cedema disappeared after 
three or four days. Functional impotence remained 
complete. Claudication was marked. Gangrene of 
the paws was exceptional. Of the forty dogs, which 
were observed for eight or nine days after the in- 
jection of the emboli, only two showed gangrene 
of the paw. Very extensive secondary thrombosis 
was found in these animals. 

From their study of the histological changes in 
the wall of the artery at various intervals after the 
lodgment of the embolus the authors conclude that 
involvement of the nervous tissue in the adventitia 
of the artery is of great significance. They agree 
with Leriche that an obliterated artery is essentially 
a diseased plexus of nerves. The repeated and ab- 
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normal irritation of these nerve fibers brings about 
the vasomotor disturbances, usually of the vaso- 
constrictor type, which cause interference with the 
collateral circulation. The vasomotor phenomena 
disappear immediately after removal of the ob- 
literated segment of the artery. 

Secondary thrombosis of the artery frequently 
takes place after embolectomy. Consequently sec- 
tion of the artery or, better, resection of the entire 
obliterated segment of the artery, should always be 
performed in preference to embolectomy. 

Mont R. Rem, M.D. 


BLOOD; TRANSFUSION 


Koenig, W.: Experimental Studies on the Origin of 
Thrombosis. A Contribution to the Knowledge 
of the Blood Platelets (Experimentelle Unter- 
suchungen ueber die Entstehung der Thrombose. 
Ein Beitrag zur Lehre von den Blutplaettchen). 
Arch. f. klin. Chir., 1932, clxxi, 447. 


The author’s report of painstaking and exhaustive 
investigations over a period of two and three- 
fourths years constitutes an extremely important 
contribution to the subject of the origin of throm- 
bosis in general and the participation of the blood 
platelets therein in particular. The basis of his 
studies was the fact that the only known cause for 
thrombosis is operative intervention, whereas in 
medical diseases numerous causes come into con- 
sideration. He attempted to determine the nature 
of the active principle which is responsible for the 
general changes occurring in the organism after 
operation, is carried in the blood and eventually 
leads to thrombosis. In his introductory statements 
he cites reports from the literature concerning the 
effects of operative interventions, of injected protein 
bodies, and of irradiation upon the composition of 
the blood, calling attention to the striking agree- 
ment of these 3 factors, all of which without doubt 
cause cell destruction and influence the non-protein 
nitrogen, the globulin, the sedimentation, and the 
viscosity of the blood. 

With regard to his own studies he discusses par- 
ticularly the reaction of the blood platelets, analyz- 
ing the results of over 5,000 blood-platelet deter- 
minations. He states that the effect of foreign 
protein (caseosan, novoprotin, omnadin, and intra- 
muscularly injected autogenous blood) on the blood 
platelets may be summarized as a marked increase 
in the platelets during the first few days, then a fall 
to the initial level, and then a second greater rise 
between the eighteenth and twenty-sixth days. In 
animal experiments, however, surgical intervention 
and irradiation act differently. There is first a fall 
in the number of platelets and then an increase after 
from two to four days. 

In an attempt to find substances which had the 
same effect upon the platelets as surgical procedures, 
fragments from fatty tissue, muscle, or viscera were 
used. Muscle extract proved to be the most effec- 
tive. When this was injected intravenously in a 


sufficiently large quantity, death occurred after a 
rapid lowering of the blood pressure. When it was 
injected intravenously in smaller quantities the 
blood pressure returned to normal after an initial 
fall. After the intramuscular administration of very 
fresh muscle extract the blood-platelet count de- 
creased just as after operation, whereas when the 
extract had been standing at room temperature for 
several hours, an increase in blood platelets occurred 
just as after the injection of a foreign protein. his 
observation led to the conclusion that the products 
of cell destruction—which is what muscle extract 
consists of—differ in their effects when they are 
fresh and when they have been standing for some 
time in accordance with the successive formation of 
the decomposition products, adenosin, adenin, 
guanosin, inosinic acid, xanthin, and hypoxanthin. 
In some experiments it was demonstrated also that 
the lowering of the blood-platelet count was due to 
the effect of xanthin and guanosin, and that there- 
fore the effect of these substances resemble: the 
effect of surgical intervention. In contrast, adenyl 
acid and adenosin caused an increase in the blood- 
platelet count in the same way as foreign protein. 
It is noteworthy that xanthin and guanosin, in addi- 
tion to lowering the blood-platelet count, lower also 
the number of erythrocytes and simultaneously in- 
crease the hemoglobin content. As yet, this cannot 
be explained. The products of nuclear destruction 
following operation are the only substances which 
by their action produce at the same time the 3 
factors necessary for the occurrence of thrombosis, 
viz., impairment of the circulation, injury o/ the 
vascular walls, and a change in the composition o/ 
the blood. The circulatory changes may be demon- 
strated especially by determinations of the tempera- 
ture of the sole of the foot. As the result of dilatation 
of the blood vessels this is elevated several degrees 
for from six to eight days after an operation, in- 
dependently of the axillary or rectal temperature. 
In agreement with this phenomenon is the frequently 
demonstrated clinical observation that thrombosis 
begins with pain in the sole of the foot. These ob- 
servations explain why the incidence of thrombosis 
and embolism is increased in conditions with in- 
creased cell destruction, such as tumors, crushing 
injuries, and inflammations with much_ breaking 
down of tissue. 

The third part of the work deals with a study o/ 
the manner in which changes in the blood-platelet 
count and resistance occur following the opcrative 
liberation of products of cell destruction. !n this 
connection the spleen must be taken into considera- 
tion. It is known that in the spleen the platelets are 
not only destroyed, but also have their resistance 
lowered. If the spleen is removed no decrcase in 
the number of platelets follows the injeciion o/ 
xanthin or guanosin; on the contrary, the platelets 
increase and the effect of the injected materials be- 
comes similar to that of injected foreign protein. 
Reversely, it may be said that under the iniluence 
of the products of cell destruction the spleen s0 
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changes in its activity that it damages or destroys a 
larger number of platelets than normal, but that, 
on the other hand, a considerable increase in the 
formation of platelets is brought about by the cellu- 
lar products. Only in this way can the increased 
platelet count following splenectomy be explained. 
Experimental interference with the function of the 
spleen by means of an accumulation of pigment in 
the reticulo-endothelium produces the same results 
as extirpation of the spleen. After splenectomy, the 
effects of injected muscle extract are exactly the 
reverse of the effects when the spleen is present. In 
histological sections after the injection of a non- 
fatal dose of muscle extract, a marked filling of the 
venous sinuses of the spleen as compared with the 
control may be demonstrated. In the presence of 
the spleen the diminution of platelets from cellular 
products may be prevented by the use of sympatol. 
This action can be explained only by a contraction 
of the spleen, that is, elimination of its platelet- 
destroying action. Injections of autogenous blood 
act in the same way as sympatol. 

These findings permit the extremely important 
therapeutic conclusion that the enlargement of the 
spleen resulting from the effect of operation on the 
circulation and the consequent increase in splenic 
function, which is manifested in increased platelet 
destruction and is of great importance in the origin 
of thrombosis, may be prevented by early stimula- 
tion of the circulation and the injection of the pa- 
tient’s own blood. In accordance with the results 
of these investigations the author has given prophy- 
lactic treatment to 250 surgically treated patients 
in the course of a year. He either injected from 4o to 
jo c.cm. of the patient’s own blood immediately 
alter the operation or, more frequently, administered 
20 drops of sympatol 3 times daily. In addition he 
prescribed energetic exercises with Payr’s foot roll. 
In these cases—in all of which a laparotomy was 
done—fatal pulmonary embolism occurred only 
once and thrombosis was recognized twice from 
tenderness of the soles and slight pain in the calf. 
The thrombosis was treated immediately by the 
administration of sympatol with successful results. 

Max Buppe (Z). 


Moritsch, P., and Wittmann, G.: Ten Years of 
Blood Transfusion in the First Surgical Clinic 
(Zehn Jahre Bluttransfusion an der I. chirur- 
gischen Klinik). Deutsche Zischr. f. Chir., 1932, 
CCxxxvi, 669. 

_ The authors report experiences with blood trans- 

{usion over a period of ten years. The Percy method 

of transfusion was used. Other methods, which do 

hot require exposure of the veins, are unsuccessful 
in the cases of patients with poorly developed veins. 

The preparation of the Percy tube presents no dif- 

iculty in the clinic. The material reviewed included 

2 groups of patients: (1) bed patients in the clinic, 

and (2) ambulatory patients, referred for trans- 

lusion from other wards and services. The latter 
group cannot be reported upon statistically because 
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at times no record was kept. 
nineteen transfusions were given the first group, and 
the total number is estimated at about 2,000. 

Some practical observations are made regarding 


Four hundred and 


the choice of donors: examination for syphilis, 
gonorrhoea, lung and heart disease; preliminary 
grouping with test sera; and matching of the donor’s 
serum with test corpuscles. The biological test is 
also made in every transfusion. If possible, only 
donors of the same group are employed. Women 
are used as donors only in the interval between the 
menses, as clotting occurred in the Percy tube twice 
when the donor was taken during the menstrual 
period. Successful transfusion requires a careful 
technique. Therefore, detailed descriptions are 
given of the preparation of the veins (in 2 cases the 
ulnar artery was accidentally ligated). Clotting in 
the tube occurred 6 times. The causes were poor 
preparation of the Percy tube, thrombosis of the 
recipient’s veins, and poor veins in the donor in 2 
cases each. 

Shock occurred once as a result of inaccurate 
blood-grouping, a donor belonging to Group B being 
used for a recipient belonging to Group O. In 
another case, that of a patient with aplastic anemia 
who belonged to Group A, 2 transfusions from a 
donor belonging to Group O resulted in severe 
hemoglobinuria. A third transfusion, from a donor 
of the same group as the recipient, also led, after 
several hours, to considerable haemoglobinuria. In- 
compatibility of certain subgroups or injury of the 
kidney parenchyma was assumed. Besides these, 
no unfavorable reactions were observed. 

The results of the 419 transfusions are reported 
in detail. 

In 18 cases of acute blood loss due to injury the 
results were good. In 6 they were poor because of the 
large size of the bleeding vessels. There were 42 
cases of hemorrhage from gastric ulcer and car- 
cinoma. In 30 the transfusion had a very good 
effect, but, in 12 it was without benefit. In 8 the 
patient was operated upon and in 4 he was moribund. 
In 32 cases of postoperative hemorrhage 34 blood 
transfusions were given. Of the 15 cases in which 
the hemorrhage followed gastric resection, good 
results were obtained in all. Of the 17 other cases, ro 
were treated by operation and transfusion with good 
results, and 7 by transfusion alone with good re- 
sults in 5. In 17 cases there was a hemorrhagic 
diathesis with acute hemorrhage. In all but 2 a 
favorable result was obtained, but in some of them 
only after several transfusions. In cholemic hemor- 
rhages it is necessary to differentiate between chol- 
angeitis and cholemic bleeding. In 8 cases of the 
first type transfusion was without effect. Of 19 
cases of postoperative cholemic haemorrhage the 
bleeding was controlled by repeated transfusion in 
only 3. 

There were 67 cases of secondary anemia and 
tumor cachexia. As preparation for operation, blood 
transfusion seemed to exert a favorable effect upon 
the general condition. In 15 cases it seemed to have 
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a favorable effect also on postoperative conva- 
lescence. No effect could be noted on the growth of 
malignant tumors. 

In acute cases of suppurative infections in general, 
no results were obtained from transfusion. In 
chronic and latent cases of sepsis the results were 
better. Surgical treatment remains the procedure 
of choice in suitable cases. Of 27 cases of sepsis, 12 
were cured. Repeated transfusions with immunized 
donor’s blood in a case of otogenic sepsis were with- 
out result. Transfusion failed also in 10 cases of 
gas-bacillus infection and 28 cases of peritonitis. 

In postoperative shock, transfusion is of value to 
combat the depression of the circulation caused by 
operative trauma. It is of no value in postoperative 
complications such as cerebral oedema, pneumo- 
thorax, and air embolism. 

In 8 cases of fat embolism transfusion was em- 
ployed without success. In a case of severe poison- 
ing due to illuminating gas it was of only temporary 
benefit whereas in a moderately severe case it was 
followed by the return of consciousness and eventual 
recovery. Beck (Z). 
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LYMPH GLANDS AND LYMPHATIC VESSELS 


Antognini, G.: Clinical and Experimental Con- 
siderations on Malignant and Tuberculous 
Lymphogranuloma (Considerazioni clinico-spcri- 
mentali sul linfogranuloma maligno e tubercolarc), 
Riforma med., 1932, xlviii, 1699. 


The author reports two cases of malignant 
lymphogranulomatosis or Hodgkin’s disease, in one 
of which inoculations into experimental animals 
produced a typical glandular tuberculosis ani in 
the other of which gave negative results. He then 
reports a case of splenomesenteric lymphogranilo- 
matosis with a very marked leucopenia and a rvla- 
tive monocytosis, and discusses the diagnostic ii- 
ficulties in such cases. He next reports a case of 


tuberculous lymphogranulomatosis with a very 
atypical clinical picture, discusses the difficultics in 
the differential diagnosis from malignant lympho- 
granulomatosis, and calls attention to the thera- 
peutic value of gold salts in the tuberculous {orm. 
He concludes the article with a discussion o/ the 
etiopathogenesis of the disease. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Carlson, H. A.: Inhibition of Respiration as a 
Factor in the Pathogenesis of Postoperative 
Pulmonary Complications. J. Thoracic Surg., 
1932, ii, 196. 

Measurements of the thoracic and abdominal 
respiratory excursions and of the vital capacity of 
patients before and after various types of operations 
are presented. 

After operations on the upper part of the abdomen 
the amplitude of the abdominal respiratory excur- 
sion was markedly reduced during the first two post- 
operative days and then gradually returned toward 
normal. In some cases normal had not yet been 
reached when the patient was dismissed from the 
hospital. The thoracic amplitude was variable, but 
tended to increase. The respiratory rate was uni- 
formly increased. 

In operations on the lower part of the abdomen 
the.same changes were noted, but they were less 
pronounced and more variable, and the return to 
normal occurred earlier. 

The type of dressing did not influence the find- 
ings. 

In operations on the thyroid, the extremities, and 
the thorax the changes were less striking. The rate 
was always increased and the amplitude of the tho- 
racic excursions was increased except in operations 
on the chest itself, in which the results were variable. 
An increase in abdominal respiration was noted only 
after thoracic operations, 

Respiratory excursions measured after postopera- 
tive inhalation of 10 per cent carbon dioxide for a 
five-minute period showed a marked temporary in- 
crease in the abdominal and thoracic excursions for 
from two to five minutes following the administra- 
tion of the gas. 

During spinal anesthesia the amplitude of the 
thoracic excursions was reduced by temporary par- 
esis of the intercostal muscles and returned to 
normal with the wearing off of the anesthesia. 

Avertin anesthesia produced a reduction of both 
thoracic and abdominal excursions. After the anes- 
thetic wore off following an abdominal operation the 
thoracic excursions were increased while the am- 
plitude of the abdominal excursions remained de- 
creased, 

Measurements of the vital capacity showed the 
most marked reduction after operations on the up- 
per part of the abdomen and the least marked 
reduction after operations on the perineum and ex- 
tremities. The vital capacity returned to normal 
‘lowly after abdominal operations and quite rapidly 
after operations on the thyroid, perineum, and ex- 
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tremities. After phrenicectomy it returned to nor- 
mal within a few days. 

The chief factor in the reduction of postoperative 
respiratory excursions and the vital capacity was 
the reflex inhibition and muscle splinting due to 
pain. 

The decrease in the ventilation of the lower lobes 
of the lung resulting from the inhibition of abdom- 
inal breathing is probably an important factor in 
the causation of postoperative pulmonary complica- 
tions. EmiLe Howman, M.D. 


King, D. S.: Postoperative Pulmonary Complica- 
tions. II. Carbon Dioxide as a Preventive in a 
Controlled Series. J. Am. M. Ass., 1933, ¢, 21. 


Aside from numerous other contributory factors, 
the abdominal operation itself seems to be the one 
practically constant factor in the development of 
pulmonary complications. 

After an abdominal operation there is.a marked 
reduction in the vital capacity and respiration is 
rapid and shallow. The resulting hypoventilation 
allows a collection of secretions in the bronchi which 
favors atelectasis or pneumonia. 

The majority of cases of postoperative pulmonary 
complications are cases of pneumonia, pneumonitis, 
or partial collapse of the lung, most of which have 
not as yet been satisfactorily classified. Interference 
with respiration seems to be at least partly responsi- 
ble for these conditions, and restoration of a more 
normal type of respiration seems to offer a rational 
hope for their prevention or cure. 

In the period from December 1930, to December, 
1931, the surgical cases studied by the author were 
divided into two equal groups according to sex and 
the type of operation, and one group was treated 
postoperatively with carbon dioxide inhalations 
while the other was not. During the first four 
months the treated cases showed a reduction in the 
number of pulmonary complications, and especially 
in those of the moderate and severe type. 

During the next eight months the two groups 
were more nearly equal, but the untreated group 
presented fewer complications than the treated 
cases. 

The patients not treated with carbon dioxide 
during these eight months were given special nursing 
care with frequent change of position favoring 
bronchial drainage. 

During the year’s study no cases of massive atelec- 
tasis occurred, undoubtedly because of the improved 
bronchial drainage by the carbon-dioxide inhala- 
tions or postural drainage. 

Neither postural change nor carbon-dioxide in- 
halation perceptibly changed the number of chest 
complications in the so-called poor-risk group in 
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which operations were performed upon the stomach, 
gall bladder, or intestines in males. 

The use of postural change and carbon-dioxide 
inhalations resulted in only a slight reduction in the 
total percentage of pulmonary complications during 
the year of observation. A more accurate recording 
of complications during this period may alter the 
percentage. 

The results of this study show routine postopera- 
tive carbon-dioxide inhalations to be of no greater 
value in the prevention of postoperative pulmonary 
complications than a frequent change of position. 
EmILe Horman, M.D. 


Saklad, M.: Oxygen and Carbon Dioxide Therapy. 
New England J. Med., 1932, ccvii, 1132. 

Anoxemia is of two types: (1) acute asphyxia 
with rapidly developing deep cyanosis, loss of con- 
sciousness, convulsions, and death following sudden 
complete cutting off of the supply of oxygen, and 
(2) subacute asphyxia following a more gradual de- 
crease in the supply of oxygen, the symptoms of 
which depend upon the degree of the oxygen re- 
duction. 

When oxygen deprivation is prolonged, definite 
changes may occur in the viscera, particularly in the 
nervous system. Oxygen therapy is indicated in 
respiratory diseases especially when cyanosis is pres- 
ent. In cases of pneumonia treated with oxygen the 
prognosis is improved. Oxygen therapy is indicated 
in pneumonia following surgery, the incidence of 
which ranges from 2.5 to 3.5 percent. Postoperative 
pneumonia is believed to be the result of atelectasis. 
In the author’s opinion it can often be prevented by 
early inhalations of carbon dioxide and oxygen, and 
this form of therapy should be given not only after 
inhalation anesthesia, but also after spinal anal- 
gesia and the use of the barbiturates and avertin. 

Oxygen therapy is indicated also in disease of the 
circulatory system. In the cases of patients suffer- 
ing from exhaustion, exposure, or anesthetic over- 
dosage it usually results in a rise in the blood pres- 
sure, whereas in the cases of patients with arterio- 
sclerosis, hypertension, and severe nephritis it low- 
ers the blood pressure. 

Oxygen administered during anesthesia is of spe- 
cial value. It is absolutely necessary when ethylene 
and nitrous oxide are used. When it is given with 
ether it permits a smoother anesthesia. After ether 
anesthesia, de-etherization may be accomplished by 
the administration of carbon dioxide and oxygen. 

Postoperatively, oxygen therapy is of value also 
in the treatment of the sequele of thyroidectomy, 
especially hyperpyrexia, hypernoea, and tachycar- 
dia. 

The treatment of asphyxia includes the following 
three methods: (1) the inhalation of a mixture of 
from 6 to 1o per cent carbon dioxide in oxygen, 
(2) intratracheal suction and insufflation of the same 
mixture, and (3) mechanical proionged passive arti- 
ficial respiration with the Drinker respirator. Car- 
bon dioxide is indicated not only because it stimu- 
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lates respiration, but also because in prolonged 
respiratory deficiency there is an increase in the 
alkali of the blood to compensate for acidosis. ‘The 
patient therefore becomes adjusted to the high per- 
centage of carbon dioxide. As carbon dioxide is 
thirty times as diffusible as oxygen, hyperventila- 
tion will wash out the carbon dioxide more rapiilly 
than the changed blood reaction can accommodate 
itself. The patient presents an alkalosis to which 
the respiratory center responds by apnoea. In order 
to prevent this, a comparatively large percentage of 
the inspired gas must be carbon dioxide. 

ALTON OCHSNER, M_)). 


Schulte, H. J.: 
Statistical Study of 2,000 Cases, with 8 Tables 


Thrombosis and Embolism; A 


and 2 Charts (Thrombose und Embolie.  Siatis- 
tische Betrachtung ueber 2,000 Faelle mit 8 Talellen 
und 2 graphischen Darstellungen im Text). Z/schr, 
f. klin. Med., 1932, Cxxi, 380. 


As an increase in thrombosis and embolism during 
recent years has been assumed, the author reviewed 
the cases of these conditions which were studied in 
the Pathological Institute of Jena in the period from 
1909 to 1930. 

The material included 1,108 thromboses in men 
and 805 in women. Of 7,564 autopsies on men, 
thrombosis was found in 14.65 per cent, and of 4,674 
autopsies performed on women, it was found in 
17.22 per cent. Accordingly there was no special 
predisposition in either sex. The author agrees with 
Mayer that in a comparison of the incidence of 
thrombosis in men and women, puerperal thrombosis 
and embolism should be excluded as otherwise an 
entirely different impression will be gained. ‘Three- 
fourths of the thromboses occur in the veins o/ the 
lower extremities and pelvis. During the years from 
1925 to 1930 there was an increase in the incidence 
of thrombosis. This was due chiefly to an increase in 
postoperative thrombosis. The number of fatal 
embolisms did not increase, but fatal embolism 
occurred more frequently in women. The author 
observed so-called fulminating embolism with equal 
frequency after medical treatment, operation, 
trauma, labor, and abortion. Ten per cent of all 
thromboses are of an infectious nature, but thrombo- 
phlebitis plays no réle in the development of fatal 


embolism. P. Carrier (G). 
Mayo, C. W.: Hiccup. Surg., Gynec. & Obst., 1932, lv, 
700. 


Historically, the subject of hiccup is old. Rei- 
erences to it go back hundreds of years, both in 
non-medical and medical literature. The treaiments 
have been numerous and varied, but in many 1n- 
stances the relief of the condition is as much 4 
problem today as ever. 

In many cases it is difficult to determine the cause 
of the hiccup. This is true particularly after opera- 
tion, when the picture is masked by the elfects of 
surgery. One method of treatment is lavage. An 
other is the administration of soda water, |! these 
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methods and narcotics and sedatives give only 
temporary relief, it is justifiable to assume that the 
cause is a central infection and to give encephalitic 
anti-streptococcus serum, using sedatives and other 
means for temporary relief until the effect of the 
serum has an opportunity to manifest itself. 

In the vast majority of the cases of the persistent 
type of hiccup the condition is caused by specific 
organisms. Occasionally, however, it is due to 
other causes. 

The evidence suggests that epidemic hiccup is 
due to a specific organism. The disease is exhausting 
because of its tenacity. It may last for days, weeks, 
or months, but contagion is not usually demonstra- 
ble. Epidemic hiccup is closely related to epidemic 
encephalitis. By repeated passage of the organism 
through animals, Rosenow has demonstrated a 
change in the character of symptoms from hiccup 
to those of lethargic encephalitis. 

The causative organism isolated from patients 
suffering from epidemic hiccup is a neurogenic type 
of streptococcus in short chains (streptococcus sin- 
gultus). It may be obtained from the throat, the 
urine, and the blood. 

In animals, the pathological findings do not ap- 
pear to be related to the phrenic nerves directly, 
being confined rather to the basal ganglia, the walls 
of the ventricles, and the gray matter of the cortex 
and medulla in varying extent. 

It is possible that, like epidemic hiccup, persistent 
hiccup after operation may often be due to a specific 
organism. All of the cases observed by the author 
were those of men. The average age of the patients 
was fifty-four and a half years. The condition may 
follow major operations on the colon, the urinary 
tract (especially the prostate gland and bladder), 
the gall bladder, the stomach, or other structures. 
When cases in which the hiccup followed gastric 
surgery are excluded, the shortest duration of the 
condition was four days; the longest, twenty-seven 
days; and the average, nine and seven-tenths days. 

The persistent type of hiccup coming on after an 
operation seems to run a definite course which 
varies only in intensity and duration. At its height 
the only measures giving relief are bilateral phreni- 
clasis and phrenicotomy. These measures are ex- 
treme and should be adopted only as a last resort. 

The relationship between the organisms of epi- 
demic encephalitis and those of epidemic hiccup is 
fortunate because the encephalitis antibody-globulin 
solution prepared by Rosenow can be applied in the 
treatment. In many of the cases in which this solu- 
tion was used at the Mayo Clinic its effects were 
dramatic, all symptoms ceasing within a few hours. 

Three lines of treatment should be followed in 
cases of epidemic and postoperative infectious per- 
sistent hiccup: specific treatment, aimed at the 
cause; symptomatic treatment; and general treat- 
ment. 

For specific treatment, encephalitic antibody- 
globulin solution is administered by intramuscular 
Injection and should be followed by massage to 
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facilitate absorption. In most instances the hiccup 
is controlled in an hour to four hours after the first 
dose, and in many cases it is unnecessary to give 
more than two doses. 

Symptomatic treatment is a reasonable procedure 
to follow during the entire course of hiccup. Its 
object is to lower the tonicity of nerves and muscles. 

The general treatment consists of measures tend- 
ing to build up bodily resistance. Many possibilities 
are to be considered. Each case is an individual 
problem. 

The treatment of hiccup due to a chemical factor 
must consist in removal of the cause, which is best 
accomplished by emptying the stomach and keeping 
it empty by means of large doses of a bland oil 
and copious enemata to induce greater peristalsis. 

Specific treatment consists of gastric lavage and 
the administration of emetics, large doses of hot 
water, soda, and mustard, the use of laxatives 
rather than cathartics, enemas (which may contain 
turpentine), and the administration of pituitrin. 

Symptomatic treatment may be necessary. It 
should not interfere with treatment aimed at the 
cause. 

The treatment of mechanical hiccup is rarely 
surgical. It is usually limited to symptomatic 
measures and the relief of pressure by the use of 
hypertonic solutions. 

The treatment of hysterical hiccup should be 
such as will have a psychological effect. The con- 
dition is caused by suggestion which may be sub- 
conscious and may be cured by persuasion. 

The treatment of indeterminate hiccup is neces- 
sarily of a blind type. If the condition persists, 
the known specific treatments for cases belonging 
to the other groups should be tried. 

Surgical procedures on the phrenic nerve to con- 
trol hiccup attack the symptoms but not the cause. 
Consequently such methods should not be used 
until all others have failed. 

The authors report two cases in which relief was 
obtained following autovaccination. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Weil, G. C., Simon, R. J., and Sweadner, W. R.: 
Larval or Maggot Therapy in the Treatment of 
Acute and Chronic Pyogenic Infections. Am. 
J. Surg., 1933, xix, 36. 


In the authors’ combined method of sterilizing 
and otherwise preparing maggots for use in the 
treatment of pyogenic infections the eggs are shaken 
for from two to five minutes in a solution of sodium 
hypochlorite with from 0.12 to 0.15 per cent avail- 
able chlorine. All remaining clumps are then re- 
moved by hand picking and the eggs thoroughly 
washed in sterile water, agitated in a 4 per cent 
formaldehyde solution for four or five minutes, and 
then washed again and implanted on sterile meat- 
agar media. 

Early attempts at sterilizing the maggot when it 
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has reached the size best suited for implantation 
into wounds have been almost totally unsuccessful. 
This is due to the fact that bacteria are present 
within the gastro-intestinal tract of the maggot and 
cannot be reached by chemicals because of the im- 
permeable chitinous skin and the fact that the mag- 
got will not swallow the chemical. However, the 
procedure developed by the authors indicates that 
sterilization of the partly grown maggot is possible. 
It is applied only to the maggots that show con- 
tamination after egg sterilization. The basis of the 
treatment is a solution of iodine in a special salt 
solvent. The maggots are immersed for one-half 
hour in this solution diluted to a strength of 0.05 
per cent free iodine. When removed from this bath 
the maggots are bright orange, but within a few 
hours fade to a pale creamy white. In 4o per cent 
of the cases in which maggots with known con- 
tamination have been so treated the authors have 
been unable to recover the bacteria from the mag- 
gots even after the maggots had been permitted to 
live in the bacterial culture medium for several days. 

Having made every possible attempt to obtain 
complete sterilization of the larva, the authors have 
shown that, after long incubation, a good propor- 
tion of cultures taken from a brood of treated larve 
are unsterile, containing unidentified organisms and 
certain non-pathogenic organisms. This finding, 
associated with the open type of wound dressing, 
precludes the possibility of maintaining strict asep- 
sis throughout the treatment. Nevertheless the 
authors have attempted to standardize a careful 
surgical technique to prevent foreign contamination. 

Twenty-four hours after the operation the wound 
and the focus of infection are completely exposed, 
the plain gauze packing is removed from the wound, 
and the surrounding healthy skin surface is cleansed 
with alcohol and ether. An application of mercuro- 
chrome is then made and later an application of 
collodion. This procedure prevents the development 
of dermatitis and relieves any irritation which may 
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result from the crawling of the larve upon the skin 
surface. The wound is then held open by the inser- 
tion of small metal self-retaining retractors espe- 
cially devised for this work, the treated larve are 
implanted, and the wound is covered by a No. 70 
copper mesh screen supported and attached to the 
skin by adhesive tape. The dressing is applied care- 
fully without creases and the surrounding margin is 
supported by a bandage. The wound is arranged tc 
favor drainage by gravity if possible, and heat i- 
supplied by an ordinary electric light bulb. 

A bacteriological study of the wound is made prior 
to the implantation of the larve and cultures arc 
made at each dressing in order to determine an 
qualitative and quantitative changes in the bs: - 
terial flora of the wound. 

To obtain the greatest degree of larval activity 
within the wound, it is essential to select health/.| 
appearing and active forty-eight-hour-old lary... 
Larval activity may be reduced by excessive heat 
such as may occur when a too-hot solution is uscd 
in transferring the larve from the original container 
to the wound. It is important to store the larve: in 
a refrigerator until the time of implantation. W idle- 
open wound drainage must be established as an 
important adjunct in the treatment. The wound 
must at all times be kept clear of fluid so that the 
larve are permitted to extend their activity over 
the entire wound, particularly at the site of inicc- 
tion. Under such conditions the larve remain 
healthful and active and very few are found dead 
when the dressing is changed on the third or fourth 
day following the implantation. The authors im- 
plant the larve every third day after the wound has 
been carefully cleansed with saline solution. In 
fifty-six cases of various types excellent results were 
obtained even in acute cases of osteomyelitis. 

In the use of larval therapy in infections of soit 
tissues it was found that no particular pyogenic 
organism repels the attack or delays the activil) oi 
the larve. Antuony F, Sava, 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Packard, C.: The Biological Effectiveness of High- 
Voltage and Low-Voltage X-Rays. Am. J. 
Cancer, 1932, xvi, 1257. 

The experiments reported in this article show that 
the effect produced by roentgen rays on certain 
biological materials is the same whether the irra- 
diation employed is extremely hard or soft. More- 
over, the magnitude of the reaction called forth by 
both qualities is identical with that produced by 
irradiations of intermediate wave length when the 
doses, measured in r units, are also equal. In all of 
the experiments the intvisity of the different beams 
was determined by means of open ionization cham- 
bers, and the wave lengths by the use of spectrom- 
eters. The biological materials consisted of dros- 
ophila eggs and mouse-tumor particles. 

The opinion that the effectiveness of roentgen 
rays is wholly independent of wave length is by no 
means general, but a survey of the literature shows 
that it is held by an increasing number of investi- 
gators in this field. 

Experiments and observations illustrating the 
different opinions on this subject are cited brietly. 
Various test objects have been used and the results 
judged on the basis of growth or cytological changes, 
quantitative chemical tests, or erythema reactions. 

The experiments conducted by the author are 
described in detail and the results tabulated. The 
report is summarized as follows: 

1. The biological effectiveness of X-ray beams of 
wave lengths 0.05, 0.08, and 1.70 A.U. produced at 
550, 300, and 12 kv. respectively has been studied. 
The test objects were drosophila eggs and mouse- 
tumor tissue. 

2. Equal doses of these three qualities of irra- 
diation, measured by air-ionization chambers, pro- 
duced equal quantitative results. The eggs in their 
reaction showed complete independence of wave 
length. These data confirm the conclusions pre- 
viously arrived at in experiments with wave lengths 
of 0.20, 0.30, 0.50, and 0.70 A.U. 

3. The adequacy of the physical and biological 
methods used is briefly discussed. 

Hartunec, M.D. 


Langer, H.: Roentgen Treatment Over Vegetative 
Nerve Centers or Ganglia in Diseases Present- 
ing Symptoms of Disturbances of the Vegeta- 
tive Nervous System. Am. J. Roentgenol., 1932, 
XXVIl, 747. 

On the basis of experimental and clinical observa- 
tions published previously by himself and others, 
which are cited in some detail in this article, the 
author has attempted during the last five years to 


influence the sympathetic nervous system by roent- 
gen irradiation in certain diseases with typical 
symptoms of hyperexcitation. The roentgen irra- 
diation was applied either directly to the autonomic 
nerve center in the diencephalon or to other auto- 
nomic centers. All of the cases were treated by 
short wave irradiation with from 185 to 200 kv., 
filtration by 0.5 mm. of copper and 3 mm. of alumi- 
num, a skin-target distance of 35 cm., a wave length 
of 0.166 A, and 4 ma. 

Attention is called to the fact that the greatest 
difficulty to be overcome is due to the fact that the 
pathological sympathetic nervous system does not 
react like the normal sympathetic nervous system. 
The physiological or pharmacological reaction may 
be found reversed when the sympathetic nervous 
system is in a pathological condition, and great care 
is necessary in making deductions of a clinical nature 
from roentgen treatment of the normal s 
nervous system. 

The conditions treated by the author included 
skin lesions, asthma, menopausal disturbances, 
hyperthyrotoxicosis, neuralgia, sciatica, and arthri 
tis. The results were particularly good in skin 
diseases in which overirritability of the sympathetic 
nervous system was manifested by itching, trophic 
changes, transudates, or exudates. Several illus- 
trative cases are reported in detail. 

In discussing the other conditions the author calls 
attention to various theories advanced by others to 
account for the good results. By some, these are 
ascribed to an effect exerted on structures other 
than the sympathetic system which are directly or 
indirectly responsible for the symptoms. The 
author believes that the beneficial effects are ex- 
plained by the action of the irradiation on zones of 
centers in the areas treated. By treating these 
centers directly he obtained practically identical or 
even better results. 

In conclusion Langer says that the influence of 
roentgen irradiation on the sympathetic nervous 
system is due to: (1) a stimulating effect and (2) a 
quieting effect. He advocates a trial of roentgen 
treatment before surgical removal of sympathetic 
ganglia or trunk resection is undertaken. His own 
observations and those of other roentgenologists 
indicate that the roentgen treatment described by 
him has no injurious permanent effect. 

ApoteH HArtuNG, M.D. 


Coutard, H.: Roentgen Therapy of Epicheliomata 
of the Tonsillar Region, Hypopharynx, and 
Larynx, from 1920 to 1926. Am. J. Roentgenol., 
1932, XXVili, 313. 


The incidence of cure in the cases of epithelioma 
reviewed by the author is shown in the table. 
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Three 
years 


Two 
years 


Tonsillar region: 
Total cases 46 
12 
Percentage cured 26 
Hypopharynx: 
Total cases 89 
Number cured... 18 
Percentage cured 
Larynx: 
Total cases 
Number cured 
Percentage cured 
Total number of cases 
Total number cured 
Total percentage cured 


In the cases of epithelioma of the hypopharynx 
the local results were as good as those obtained in 
the cases of epithelioma of the tonsillar region and 
the larynx, but the incidence of cure was lower be- 
cause of the development of distant metastases. 

The same technique was not employed in the 
entire series of cases. Coutard now uses 175 kv., 
4 ma., a 2-mm. filter of zinc, a distance of 50 cm., 
and a field of 50 sq. cm. One dose of from 45 to 
50 H (Holzknecht units) or from 500 to 5,000 r 
units is distributed over ten days in 2 daily applica- 
tions of one hour each (twenty hours). The entire 
dose is given through the same portal of entry on 
the lateral aspect of the neck. Two areas are thus 
treated. 

Since the radiosensitivity of cancer cells of epi- 
thelial origin is the same as the radiosensitivity of 
the germinal cells of the epidermis, destruction of 
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Fight 
years 


Nine 
years 


Seven 
years 


Five Six 
years years 


Four 
years 


46 33 13 
12 6 3 
26 23 


89 26 
12 2 
13 7 


77 3t 
22 6 
28 19 
212 70 
46 II 
21 16 


the latter is inevitable if the irradiation is sufficient. 
In the case of the germinal layer of the mucous 
membrane, the destruction begins about two wecks 
after the treatment and goes on to complete denu:‘a- 
tion of the dermis. Repair is complete after about 
four weeks, when the radio-epidermitis develops 
with loss of all of the epithelial layers down to the 
dermis. This, in turn, is repaired ina period of about 
six weeks. 

Other complications mentioned besides the ra:io- 
epithelitis and radio-epidermitis are severe oedema 
(sometimes requiring tracheotomy), hemorrhages, 
dryness of the mouth and mucous membranes, per- 
version or loss of taste, dysphagia, myoclonic crises 
in the muscles, and paresis of the arms. These may 
become chronic, but the,most dangerous late com- 
plication is necrosis of bone or cartilage. 

Cuarves H. HEaAcock, M.1). 
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CLINICAL ENTITIES—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Sozon-JaroSevic, A., and Sewald, L.: The Influence 
of the Nervous System on Skin Regeneration 
(Ueber Einfluss des Nervensystems auf die Hautre- 
generation). Nov. chir. Arch., 1932, xxv, 331. 


To determine the influence of the sympathetic 
nervous system on the rapidity and course of re- 
generative processes in the skin, the authors carried 
out experiments on dogs and rabbits. 

In the first series the sympathetic innervation of 
one ear was interrupted by resection of the second 
superior ganglion of the sympathetic trunk (in the 
rabbit) or of the superior ganglion of the sympathetic 
vagus nerve (in the dog) and the innervation of the 
other ear was left undisturbed. Round fragments 
of skin and subcutaneous cellular tissue, extending 
to the cartilage, were cut out from both ears with a 
special circular knife. It was observed that the skin 
wound on the side deprived of sympathetic innerva- 
tion healed much more rapidly than on the normal 
side. The healing process was the same, but more 
rapid and energetic. The granulations appeared 
two or three days earlier, the suppuration was much 
more intense, the wound became clean earlier, and 
the necroses of cartilage were fewer and smaller. 

Healing occurred more rapidly on the side of 
operation than on the control side also after resection 
of the abdominal sympathetic trunk and after divi- 
sion of the sciatic nerve. 

It therefore appears that exclusion of the sym- 
pathetic innervation in a given part of the body 
exerts a favorable influence on healing processes. 
This favorable effect is probably due to the active 
hyperemia of the organ deprived of sympathetic 
innervation, which brings about a more active metab- 
olism and favors cell propagation and growth. 

In the second series of experiments, in which uni- 
lateral ligation of the carotid was done and caused 
intense and long-continued anemia of the ear on 
the same side, the healing processes on the side 
operated upon occurred more slowly and less actively 
than on the normal side. This series of experiments 
appeared to confirm the assumption that hyperemia 
is the only factor responsible for the quicker occur- 
rence of healing after sympathetic denervation. 

However, interventions on the sympathetic 
ganglia are too complicated to be explained entirely 
by a simple action on the vascular tonus. In the 
third series of experiments, in which simultaneous 
ganglion extirpation and ligation of the carotid were 
(one on nine animals, wound healing again took 
place more rapidly on the side deprived of sym- 
pathetic innervation than on the normal side. These 
observations might be explained by marked dilata- 
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tion of the capillaries in the anemic organ, but on 
roentgenological examination with contrast filling 
the arterial system of the denervated side was so 
poorly filled that only the larger vessels could be 
clearly distinguished, whereas on the control side 
all of the vessels were distinctly visible up to the 
precapillaries. Therefore more rapid healing occur- 
red in spite of a diminished reflux of arterial blood. 

All of these facts can be explained only by a spe- 
cific trophic action of the sympathetic nervous system 
on the growth and propagation of tissue. The con- 
clusion may be drawn that the sympathetic system 
guides and regulates the capacity to propagate that 
is peculiar to the cells. After the ganglion is removed 
and the inhibiting influence is eliminated, the body 
cells regain their primary vitality and begin to 
propagate more rapidly than is normal. To prove this 
assumption experimentally, continuous chemico- 
biological stimulation was applied to the sympa- 
thetic system by the injection of sterilized pus into 
the ganglion. The result showed that healing of the 
wound was greatly retarded on the side treated in 
this manner (up to from twenty-two to twenty- 
eight days). 

From all of these experiments it may be concluded 
that the sympathetic nervous system exerts an in- 
hibitive action on the tissues, and that irritation of 
the system retards regeneration while inhibition 
(hypofunction) accelerates regenerative processes. 
The role of the blood vessels is not thereby dimin- 
ished, but on the contrary, is fully maintained. How- 
ever, the specific action of the nervous system, and 
particularly of the sympathetic nervous system, on 
the tissues must not be ignored. This action ap- 
pears to regulate and inhibit the basal metabolism 
of the cells. G. Autpoy (Z). 


Fleming, A.: Lysozyme. Proc. Roy. Soc. Med., Lond , 
1932, XXVi, 71. 

Lysozyme is a bacteriolytic agent which was first 
found in cultures made in 1921 from the nasal 
mucus of a person with an acute cold. The author 
discusses its properties, its wide distribution, and its 
possible importance in immunity. 

Lysozyme has the characters of a ferment. Its 
action increases up to a temperature of 60 degrees C., 
but it is destroyed at temperatures over 65 degrees C. 
It withstands boiling for several minutes. It acts 
best in a neutral medium. It is not dialyzable 
through parchment. It can be preserved for a long 
time. It is probably inherent in all animal cells and 
constitutes a primary agent for the destruction of 
bacteria. In experiments it was found to be the same 
wherever it occurred—whether in human tears, egg 
white, turnips, or the organs of the body. In general 
it is present in all tissues. Of the secretions and body 
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fluids, all except normal urine, sweat, and cerebro- 
spinal fluid contain it. Of the tissues, its action is 
most powerful in cartilage and least powerful in the 
brain. Tests carried out by the author showed a 
most striking bacteriolysis of sensitive test cocci. 
Lysis manifest to the naked eye can be obtained 
with a 1:2,000,000 dilution of human tears and with 
egg white of half that strength. In leucocytes the 
strength of lysozyme is about the same as in human 
tears. Lysozyme acts most strikingly on non- 
pathogenic bacteria, but when it is allowed to act in 
the full strength in which it occurs in some parts of 
the body it attacks pathogenic organisms. 
M. HerRBerT BARKER, M.D. 


Roffo, A. H.: Heliotropism of Cholesterol in Rela- 
tion to Skin Cancer. Am. J. Cancer, 1933, xvii, 
42. 


The author found that a rat tumor may contain 
more than twice as much cholesterol as is found in 
the whole organism of the host. 

Later investigation of animal and human tumors 
confirmed this observation, showing not only a dis- 
tinct fixation of cholesterol in neoplasms, but also 
greater activity on the part of the organs which 
produce it. Moreover, it was found possible to 
inhibit or prevent the growth of a tumor by keeping 
the animals on a cholesterol-free diet. 

The high cholesterol content of precancerous le- 
sions is accompanied by hypercholesterolemia. Ac- 
cordingly, the question arises whether the latter is 
caused secondarily by the presence of neoplastic 
tissue or is primary and the result of preparation of 
the tissues by endogenous and exogenous (dietary) 
factors. The influence of a diet rich in lipoids on the 
development of a tumor and the relation between 
cholesterol and the growth of normal and neoplastic 
tissue in vitro seem to indicate that the latter is the 
case. In the degree to which cell multiplication 
occurs in cultures, the amount of cholesterol in the 
surrounding medium diminishes. In the case of 
tumor cells the diminution may amount to from 72 
to 83 per cent, whereas in normal tissues it is only 
from 8 to 16 per cent. Observations in vivo demon- 
strated absorption of cholesterol by neoplastic tis- 
sues. In these experiments, which were carried out 
on human tumors as well as tumors of rats and 
chickens, it was found that the blood in the vein 
leaving the tumor contained less cholesterol than the 
arterial blood going to the tumor. 

The cholesterol content of the organism as a 
whole increases with age. 

Another factor to which the author ascribes great 
importance with respect to preparation of the tissues 
for malignancy is pregnancy, in which the hyper- 
cholesterolamia increases proportionately with the 
age of the fetus until it reaches very high values (3 
mgm. per 1,000). Under these conditions a malig- 
nant tumor assumes greater malignancy than in the 
non-pregnant woman. 

The skin is more frequently attacked by cancer 
than any other organ of the body. 
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In many cases the skin of the face has been foun: 
to contain from three to six times as much cholestero!| 
as the skin of the abdomen, and always it has been 
found to contain at least twice as much as the latter. 
On the other hand, the cholesterol content of the 
subcutaneous fat in the two sites is approximatc|\ 
the same. 

It was thought that the large amount of cholesic 
rol in the skin of the face might be due to exposure 
to sunlight, and further investigation confirmed this 
assumption. 

When the amount of cholesterol in the skin of the 
abdomen, cheek, forehead, and nose was compar«!, 
it was found to be two or three times as high in the 
unprotected regions as in the protected regions. ‘| he 
skin of the abdomen contained the smallest amount 
and the skin of the face showed distinct differences 
in its content according to whether, as on the fore- 
head, it had been shaded by a hat or, as on the 
cheeks and nose, it had been exposed to the sunlight, 

As these observations suggested that the varying 
amounts of cholesterol in the skin are referable to 
heliotropism, experiments were carried out on white 
rats, one group of which were exposed to sunlight and 
the other to ultraviolet rays. Control pieces of 
shaved skin were removed from the left side of the 
back, and the right side of the back was expose:! to 
the sunlight for two-hour periods over a number of 
days. The animals were put into wooden cages 
covered with a lead filter containing an aperture 
at the part of the body to be irradiated. 

A progressive increase in cholesterol from 2; to 
100 per cent was found. 

The author believes that these results are si/ii- 
cient to show that cholesterol is fixed in the skin 
because of heliotropism. In investigating the prob- 
lem further he made a study of photo-activity by 
exposing a photographic plate to cholesterol that 
had been irradiated with sunlight, ultraviolet rays, 
X-rays, or radium. Especially when the cholestcrol 
had been subjected to sunlight and ultraviolet rays 
he noted photo-activity persisting for several days. 

This photochemical effect may be ascribed to an 
emanation which in its turn may be referred to oxi- 
dation, the irradiation provoking a modification of 
the cholesterol molecule with the intervention of 
oxygen from the air. When irradiation is carrie! out 
in pure oxygen or ozone, photo-activity is more 
intense than in the presence of air, and irradiation 
of cholesterol in carbon dioxide, nitrogen, hydrogen, 
or in vacuo does not cause photo-activity. 

Accordingly there seems to be some connev (lon 
between the large amount of cholesterol in arcas of 
skin exposed to sunlight and the high inciden:« o! 
tumors in such areas. The incidence of skin cancer 
is highest on the nose, which is most exposed. [n 
the skin of the negro, which resists the absorp \ion 
of light because of its pigmentation, carcinom !s 
very rare. 

The author suggests that cholesterol preparc= the 
tissues for subsequent malignant growth by acting 
as an accumulator of light. Josera K. Narar, 
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MacKee, G. M.: The Treatment of Cutaneous 
Malignant Neoplasms. Am. J. Roenigenol., 1932, 
XXvili, 738. 

Early recognition and treatment of cutaneous 
conditions which may result in cancer and of al- 
ready developed malignant neoplasms of the skin are 
o! great importance. The recognized methods of 
treating cutaneous malignant neoplasms are scalpel 
surgery, surgical diathermy, roentgen-ray irradia- 
tion, and radium irradiation. In general, operable 
metastatic cancer of the skin and orificial mucous 
membranes should be given surgical treatment. 
This includes both scalpel surgery and surgical 
diathermy. 

\ properly performed biopsy does not cause me- 
tastasis and will indicate the most suitable thera- 
peutic method. 

For many basal-cell epitheliomata, roentgen irra- 
diation is usually satisfactory. For unselected cases 
of metastatic cancer of the skin, radium irradiation 
is better. 

Electrocoagulation can be employed satisfactorily 
in cases in which scalpel surgery would be difficult 
or impossible. It is used most frequently for the 
destruction of malignant neoplasms. It seals the 
blood and lymphatic vessels. 

NATHAN N. Croun, M.D. 


Kotzian, E.: Is There Such a Thing As Giant-Cell 
Sarcoma? (Gibt es Riesenzellensarkome?) Frank- 
furt. Ztschr. f. Path., 1932, xliii, 484. 

The author discusses the epulis, the various forms 
of osteitis fibrosa, the encapsulated myelogenous 
giant-cell tumors of bone, and the giant-cell tumors 
of tendon sheaths. From a review of the literature 
and a number of his own cases, he comes to the con- 
clusion that giant-cell sarcomata really occur. 
Sometimes, however, they lack distinct clinical and 
histological characteristics. Nevertheless, in most 
cases, a careful examination of biopsy specimens, 
which should be as large as possible, will permit a 
clear differentiation between giant-cell granulomata 
and true giant-cell sarcomata. In contrast to the 
systematic arrangement of the cells in the granu- 
loma, the cellular structure of the sarcoma shows a 
certain arbitrariness in variety and size and in the 
relations of the cells to each other. It would be a 
mistake to exclude the giant-cell sarcoma from 
pathology. This was shown especially by Katzian’s 
case with lung metastases. Clinical treatment must 
be planned toa great extent on an exact anatomical 
diagnosis. In discussing individual cases the author 
goes into greater detail regarding the diagnosis be- 
tween granuloma and sarcoma and the origin of giant 
cells. JUNGHANNS (Z). 
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